ansas 
edica 


MAY 
1961 


VOL LXII 
NO V 


iw 
4 
be 


BENADRYL Hydrochloride (diphenhydramine hydrochloride, Parke-Davis) is available in a variety of forms including: 
Kapseals® of 50 mg.; Capsules of 25 mg.; Emplets® (enteric-coated tablets) of 50 mg.; in aqueous solutions: 1-cc. 
Ampoules, 50 mg. per cc.; 10- and 30-cc. Steri-Vials,® 10 mg. per cc.; Elixir, 10 mg. per 4 cc.; 2% Ointment (water- 
miscible base); Kapseals of 50 mg. BENADRYL Hydrochloride with 25 mg. ephedrine sulfate. Precautions: Avoid subcu- 
taneous or perivascular injection. Single parenteral dosage greater than 100 mg. should be avoided, particularly in 
hypertension and cardiac disease. Products containing BENADRYL should be used cautiously with hypnotics or other 
sedatives; if atropine-like effects are undesirable; or if the patient engages in activities requiring alertness or rapid, 


accurate response. 


oms large in the life of your patient... 


—\ \ 4 


relieves the symptoms of grass-pollen allergy 


An ordinary lawn can be as menacing as a jungle when its beholder is 
sensitive to grass pollen. For such patients, BENADRYL provides a twofold 
therapeutic approach to the management of distressing symptoms. 


antihistaminic action a potent antihistaminic, BENADRYL breaks 
the cycle of allergic response, thereby relieving nasal congestion, sneez- 
ing, lacrimation, and pruritus. " 


antispasmodic action:secause of its 
inherent atropine-lik@ properties, BENADRYL PARKE-DAVIS 


affords cbncusfépt relief of bronchial and 
strointe al spas PARKE, DAVIS & COMPANY, Detpbit 32, Michigan 
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ADVERTISEMENTS 


Following determination 

of basal secretion, ulcer 
intragastric pH was 
continuously determined 
by means of frequent 
readings overa 
two-hour period. 


[Data based on pH measurements in 11 patients with peptic ulcer! 
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Neutralization Is much 
aluminum hydroxide faster and 
twice 

as long 
with 


1.5 
Minutes 20 40 60 80 100 120 


New proof in vivo! of the much greater efficacy of new Creamalin 
tablets over standard aluminum hydroxide has now been ob- 
tained. Results of comparative tests on patients with peptic ulcer, 
measured by an intragastric pH electrode, showthat newCreamalin 
neutralizes acid from 40 to 65 per cent faster than the standard 
preparation. This neutralization (pH 3.5 or above) is maintained 
for approximately one hour longer. 
New Creamalin provides virtually the same effects as a liquid 
antacid? with the convenience of a tablet. 
Nonconstipating and pleasant-tasting, new Creamalin antacid 
tablets will not produce ‘‘acid rebound” or alkalosis. 
Each new Creamalin antacid tablet contains 320 mg. of specially 
processed, highly reactive, short polymer dried aluminum hy- 
droxide gel (stabilized with hexitol) with 75 mg. of magnesium 
hydroxide. Minute particles of the powder offer a vastly increased 
surface area for quicker and more complete acid neutralization. 
Dosage: Gastric hyperacidity — from 2 to 4 tablets as necessary. Peptic 
ulcer or gastritis — from 2 to 4 tablets every two ho ny hours. . Tablets may 
be chewed, swallowed whole with water or milk 
in the mouth. How supplied: Bottles of 50, 100, 200 and 1000. 

: 1. Data in the files of the Department of Medical Research, Winthrop 
Laboratories. 2. Hinkel, E. T., Jr.; Fisher, M. P., and Tainter, M. L.: J. Am. 
Pharm. A. (Scient. Ed.) 48:384, July, 1959. 
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ADVERTISEMENTS 


Vertigo is reversible 


stors 


VERTIGO 


moderate to complete relief of 
symptoms in 9 out of 10 patients‘ 


Prescribe one ANTiverT tablet (or 1-2 teaspoonfuls ANTiveRT syrup) 3 times daily, 
before each meal, for prompt relief of vertigo, Meniere’s syndrome and allied dis- 
orders. Side effects are short-lived, usually only harmless flushing and tingling 
associated with vasodilation. ANTIVERT is contraindicated in severe hypotension 
and hemorrhage. 

Supplied: Small blue-and-white scored tablets (meclizine HCI 12.5 mg. and 
nicotinic acid 50 mg.) in bottles of 100. Syrup in pint bottles. Prescription only. 
Bibliography available on request. 

And for your aging patients— 

NEOBON?’ Capsules: five-factor geriatric supplement. 


Reference: 1. Scal, J. C.: Eye Ear Nose & Throat Month. 38:738 (Sept.) 1959. 


now available: 


New York 17, N. Y. syru 
Division, Chas. Pfizer & Co., Inc. " Ani Vv ert y Pp 
ee Each teaspoonful (5 cc.) contains 6.25 mg. 
meclizine HCI and 25 mg. nicotinic acid. 
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i For the build-up in convalescence 


ANNOUNCING 


Therapeutic dosage of B-Complex 
plus 500 mg. of Vitamin C 


Unsurpassed stability. As coatings are applied 
without water, deterioration due to moisture is 
virtually eliminated. Stability is enhanced; po- 
tl tency is protected. Easier, more pleasant to 
take. SurBEX-T tablets are up to 30% smaller; 
have a pleasant taste; and are non-caloric. Vita- 
min odor and aftertaste are eliminated. 


Each Filmtab SURBEX-T represents: 


Thiamine Mononitrate (B;).................. 15 mg. 
Pyridoxine Hydrochloride..................... 5 meg. 
Cobalamin (Vitamin 4 mcg. 
Calcium Pantothenate...................... 20 mg. 
(as calcium pantothenate racemic) 
Ascorbic Acid (as sodium ascorbate)...... 500 mg. 
Giver, We... 75 mg. 


Supplied in bottles of 100 and 1000 


VITAMINS BY G) 


Filmtab coatings protect 
this full range of Abbott 
nutritional supplements: 


SUR-BEX’® WITH C. Smaller 
dosages of the essential B- 
Complex and C. Table bottles 
of 60. Also in bottles of 100, 
500 and 1000. 


DAYTEENS™ To help insure 
optimal nutrition in growing 
teenagers. Table bottles of 
100, bottles of 250, 1000. 


Potent maintenance formulas 
—ideal for those who are “‘nu- 
tritionally run-down”’ 


DAYALETS® Table bottles of 
100. Bottles of 50, 250, 1000. 


DAYALETS-M* Apothecary bot- 
tles of 100 and 250. Also in bot- 
tles of 1000. 


Therapeutic formulas for more 
severe deficiencies—illness, 
infection, etc. 


OPTILETS*® & OPTILETS-M°* 
Table bottles of 30 and 100. 
Bottles of 1000. 


@FILMTAB— FILM-SEALED TABLETS, ABBOTT. 
TM— TRADEMARK 
1961, ABBOTT LABORATORIES 103029A 
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Tablets are Vitamin 


easier to swallow, after-taste and 
up to 30% odor 
smaller. are eliminated. 


Bic 


In contrast with This eliminates the need 
sugar coatings, of protective subseals, and 
no water is used chances of moisture seepage 

in manufacture. through imperfections. 


NET RESULT: Potency is assured for a longer time. 
The patient gets what he pays for—and what you prescribe. 


FILMTAB—FILM-SEALED TABLETS, ABBOTT ©1961, ABBOTT LABORATORIES 103029 B 


Tablets are pleasant 

tasting, non-caloric, 

come in a rainbow of 
cheerful colors. 


Absorption is speeded 


as sugar’s bulk 
and subseals 
are eliminated. 


Breakage and cracking 
are less likely. (Sugar 

coatings are crystalline, 
and more brittle.) 


Vitamins are 
readily available at 
proximal 
receptor sites. 


ABBOTT 
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“Touché!” 


copr.© 1932 JAMES THURSER 


For a better way to treat headache, 


prescribe Lrancoprine 


How Trancoprin relieves pain: Because most pain is accompanied by muscle spasm and tension, good medical 
practice suggests use of an analgesic that will relax skeletal muscles as well as dim pain perception. Such an analgesic 
is Trancoprin — a combination of aspirin and Trancopal®, a proved, safe, skeletal muscle relaxant and tranquilizer. 
Trancoprin can be prescribed for any pain, except pain of such severity that a narcotic is needed. 


Dosage: Adults, 2 tablets three or four times daily; children (5 to 12 years), ‘ 
1 tablet three or four times daily. Each tablet contains 300 mg. of aspirin LABORATORIES 


and 50 mg. of Trancopal (brand of chlormezanone). Bottles of 100 tablets. New York 18,N.Y. —isrzm 
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SQUIBB VITAMINS FOR THERAPY 


For your patients with infections or other illnesses 
who need therapeutic vitamin support. Each 
Theragran supplies the essential vitamins in truly 
therapeutic amounts: 


Vitamin A ...... 25,000 U.S. P. Units 
VitaminD ........ 1000 U.S.P. Units 
Thiamine Mononitrate. ......... 10 mg. 
Riboflavin ....... 
Niacinamide.............. 100mg. 
Pyridoxine Hydrochloride ........ Smg. 
Calcium Pantothenate ...... mg. 


Squibb Quality—the Priceless Ingredient 
‘Theragran’® is a Squibb trademark 
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@@utrition...present as a modifying or complicat- 


ing factor in nearly every illness or disease state 


1. Youmans, J. B.: Am. J. Med. 25:659 (Nov.) 1958 


cardiac diseases “Who can say, for example, whether the patient chronically 
ill with myocardial failure may not have a poorer myocardium because of a moderate 
deficiency in the vitamin B-complex? Something is known of the relationship of vitamin 
C to the intercellular ground substance and repair of tissues. One may speculate upon 
the effects of a deficiency of this vitamin, short of scurvy, upon the tissues in chronic 


disease. ® 2. Kampmeier, R. H.: Am. J. Med. 25:662 (Nov.) 1958. 


arthritis “It is our practice to prescribe a multiple vitamin preparation to patients 


with rheumatoid arthritis simply to insure nutritional adequacy .. .’”* 
3. Fernandez-Herlihy, L: Lahey Clinic Bull. 11:12 (July-Sept.) 1958. : 


digestive diseases Symptoms attributable to B-vitamin deficiency are com- 
monly observed in patients on peptic ulcer diets.* Daily administration of therapeutic 


vitamins to patients with hepatitis and cirrhosis is recommended by the National 


3] 5 4. Sebrell, W.H.: Am. J. Med. 25:673 (Nov.) 1958. 5. Pollack, H., and Halpern, S. L.: Therapeutic Nutrition, 
Research Council. National Academy of Sciences and National Research Council, Washington, D. C., 1952, p. 57. 


degenerative dise ASES “Studies by Wexberg, Jolliffe and others have indi- 
cated that many of the symptoms attributed in the past to senility or to cerebral arterio- 
sclerosis seem to respond with remarkable speed to the administration of vitamins, 
particularly niacin and ascorbic acid. These facts indicate that the vitamin reserve of 
aging persons is lowered, even to the danger point, more than is the case in the average 


996 
American adult. 6. Overholser, W., and Fong, T.C.C. in Stieglitz, E. J.: Geriatric Medicine, 3rd edition, J, B. Lippincott, Philadelphia, 1954, p. 264. 


infe ctious diseases Infections cause a lowering of ascorbic acid levels in the 


plasma; and the absorption of this vitamin is reduced in diarrheal states." 7, coismitn, ¢ a: 
Conference on Vitamin C. The New York Academy of Sciences, New York City, Oct. 7 and 8, 1960. Reported in: Medical Science 8:772 (Dec.10) 1960. 


diabetes Diabetics, like all patients on restricted diets, require an extra source 
of vitamins.* “Rigidly limiting the bread intake of the diabetic patient automatically 
eliminates a large amount of thiamin from the diet....There is some evidence of 


interference with normal riboflavin utilization during catabolic episodes.””® 
8. Duncan G.G.: Diseases of Metabolism 4th edition W.B. Saunders, Philadelphia, 1959, p. 812. 9. Pollack, H.; Am. J. Med. 25:708 (Nov.) 1958. 


FOR FULL INFORMATION SEE YOUR SQUIBB PRODUCT REFERENCE OR PRODUCT BRIEF, 
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tive block, : 


place the foam in your hand cone appii- 


cator full). Note the volume . plenty for an effec- 


2 cup your hand. gus the foam into the creases 
which simulate folds of vagina and cervical os 
After extended rubbing . <. note how it becomes 
“heavy and creamy... how it covers and blocks. 


a proven spermicide... 


The total surface area of each bubble of Emko 
Vaginal Foam contains the proven spermicidal 
combination of Nonyl phenoxy polyoxyethylene 
ethanol 8.0% and Benzethonium Chloride 0.2%. 
As the sperm attempts to penetrate the block of 


3 now, rub your hands together. work the 
foam into your skin just as you would a fine hand 
lotion. 


SPAT. NO. 2,943,979 OTHER PATS. PEND, 


VAGINAL FOAM* 


an entirely different approach to birth control 


THESE PHOTOS SHOW HOW EMKO’S BLOCK OF FOAM SEALS THE CERVICAL OS 
.--AND HOW IT VANISHES COMPLETELY WITHOUT DOUCHING. ONLY EMKO 
FOAM, BECAUSE OF ITS VIRTUAL WEIGHTLESSNESS, CAN PROVIDE THIS 
DIAPHRAGM-LIKE PROTECTION...AND STILL PERMIT NORMAL MARITAL 
RELATIONS WITH FULL PARTNER COOPERATION, 


foam, its erratic course exposes it constantly to 
the large contact area created by the bubbles. 
Thus, Emko Vaginal Foam assures maximum 
spermicidal exposure... with a minimum weight. 
of material. 


Stocked by local drug StOPES / THE EMKO COMPANY «7912 MANCHESTER AVENUE « ST. LOUIS 17, MISSOURI 


4 it vanishes completely! no trace of the 
greasiness so common in creams and jellies. 
That’s why Emko Vaginal Foam leaves no ‘‘after- 


mess” and no douching is needed! 
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You see an improve- 
ment within a few days 
Thanks to your prompt 
treatment and the 
smooth action of Deprol, 
her depression is 
relieved and her anxiety 
and tension calmed — 
often in a few days. She 
eats well, sleeps well 
and soon returns to her 
normal activities. 


Lifts depression...as calms 


Smooth, balanced action lifts depression as 
it calms anxiety...rapidly and safely 


Balances the mood — no “seesaw” effect 
of amphetamine-barbiturates and ener- 

ers. While amphetamines and energizers may 
stimulate the patient — they often aggravate 
anxiety and tension. 


And although amphetamine-barbiturate combina- 
tions may counteract excessive stimulation — they 
often deepen depression. 


In contrast to such “seesaw” effects, Deprol’s 
smooth, balanced action lifts depression as it calms 
anxiety — both at the same time. 


Dosage: Usual starting dose is 1 tablet 
q.i.d. When necessary, this dose may be grad- 
ually increased up to 3 tablets q.i.d. 

Composition: 1 mg. 2-diethylaminoethyl benzi- 
late hydrochloride (benactyzine HCl) and 400 mg. 
meprobamate. Supplied: Bottles of 50 light-pink, 
scored tablets. Write for literature and samples. 


CD-2839 


Acts swiftly -— the patient often feels 
better, sleeps better, within a few days. 
Unlike the delayed action of most other antide- 
pressant drugs, which may take two to six weeks 
to bring results, Deprol relieves the patient quickly 
—often within a few days. Thus, the expense to the 
patient of long-term drug therapy can be avoided. 


Acts safely — no danger of liver damage. 
Deprol does not produce liver damage, hypoten- 
sion, psychotic reactions or changes in sexual 
function—frequently reported with other anti- 
depressant drugs. 


Ww} WALLACE LABORATORIES / Cranbury, N. J. 
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ADVERTISEMENTS 


Living up to 
a family bail 


“have long demonstrated their confidence GRIP-TIGHT CAP 


niformity, potency and puri for Children’s 
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ys 
like Bayer Aspirin, Bayer Aspirin for Chil 
lled. No other maker submits 
in to such thorough quality con ols as doe 
fort has s been conscientiously liveup | 
tastin, aspirin ever made and to Ur i tas 
the Bayer family tradition of provi inet finest 
@ We welcome your requests for samples on B y 
| | Flavored: Bayer Aspirin for Children. 
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ADVERTISEMENTS 


Proven 


in over six years of clinical use and 
more than 750 published clinical studies 


Effective 


for relief of anxiety and tension 


Outstandingly Safe 


simple dosage schedule produces rapid, dependable 
1 tranquilization without unpredictable excitation 


no cumulative effects, thus no need for difficult 

2 dosage readjustments 

3 does not produce ataxia, change in appetite or libido 
does not produce depression, Parkinson-like symptoms, 

4 jaundice or agranulocytosis 


5 does not impair mental efficiency or normal behavior 


Miltown: 


meprobamate (Wallace) 


Usual dosage: One or two 400 mg. tablets t.i.d. 
Supplied: 400 mg. scored tablets, 200 mg. 
sugar-coated tablets; in bottles of 50. 


Also supplied in sustained-release capsules ...——, 


Meprospan’ | 


Available as Meprospan-400 (blue-topped sustained- 
release capsules containing 400 mg. meprobamate), 
and Meprospan-200 (yellow-topped sustained-release 
capsules containing 200 mg. meprobamate). 


WALLACE LABORATORIES / Cranbury, N. J. 
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Therapeutic 
| confidence 


Panalba is effective against 
more than 30 commonly 
encountered pathogens 
including ubiquitous 
staphylococci. Right from 
the start, prescribing it gives 
you a high degree of 
assurance of obtaining the 
desired anti-infective action 
in this as in a wide variety 
of bacterial diseases. 


Supplied: Capsules, each containing 
Panmycin* Phosphate (tetracycline 
phosphate complex), equivalent to 

250 mg. tetracycline hydrochloride, and 
125 mg. Albamycin,* as novobiocin 
sodium, in bottles of 16 and 100. 


Adult dosage: 2 capsules four times a day. 


Side effects: Panmycin Phosphate has a 
very low order of toxicity comparable 

to that of the other tetracyclines and is 
well tolerated clinically. Side reactions to 
therapeutic use in patients are 
infrequent and consist principally of 
mild nausea and abdominal cramps. 
Albamycin also has a relatively low 
order of toxicity. In a certain few 
patients, a yellow pigment has been 
found in the plasma. This pigment, 
apparently a metabolic by-product of 
the drug, is not necessarily associated 
with abnormal liver function tests. 
Urticaria and maculopapular dermatitis, 
a few cases of leukopenia, and 
agranulocytosis have been reported in 
patients treated with Albamycin. All 
of these side effects rapidly disappeared 
upon discontinuance of the drug. 


Caution: Since the use of any antibiotic ae 
may result in overgrowth of e 
nonsusceptible organisms, constant 
observation of the patient is essential. 
If new infections appear during therapy, 
appropriate measures should be taken. 
As with any serious infection, therapy 
of peritonitis with Panalba or other 
antibacterial agents is adjunctive 

to surgical procedures and supportive 
therapy. 


The Upjohn Company 
Kalamazoo, Michigan 


Inflammatory 
process 
of the 
peritoneum 


"Trademark, Reg. U. S. Pat. Off. 


Panalb 


your broad-spectrum 
antibiotic of first resort 


, 
=. in peritonitis 


A REALISTIC AID TO PROPER WEIGHT MAINTENANCE 


Cook Boo esigned 


| 
y 
Free to Physicians 
a= @ 
Menus fulfill the recommended dietary allowances of the Food & Nutrition Board of the National Research Council. 
| 


Prevent Overweight 
Through Better Eating Habits 


Recipes and Menus with Satiety and Appetite Appeal in Mind 


The Cook Book of Glorious Eating for Weight Watchers 
fills the long-felt need for a weight control plan 
that is workable for everybody in the family. 
Realistic regimens are built around good, nat- 
ural, readily-available foods enhanced by de- 
licious methods of preparation. In place of “fad 
diets” or tasteless formulas, it provides for truly 
appetizing meals. It teaches and encourages the 
development of the healthful eating habits that 
can prevent overweight, America’s #1 Health 
Problem. This full-color cook book contains 100 
pages—248 delicious recipes each with calorie 
counts. Complete menus are here at 3 calorie 
levels—1200, 1800, 2600. Calorie levels are re- 
lated to best weights by sex, age, size and extent 
of activity. 


Many diets fail because they are crash programs 
only temporary in effect. Other diets are unbear- 
able because they are monotonous and tasteless. 


The Wesson way is not a crash program. It offers 
calorie controlled menus with appetite appeal, vari- 
ety and satiety in mind. They fulfill the recom- 
mended dietary allowances of the Food & Nutri- 
tion Board of the National Research Council. 


All menus provide the proper amount of protein, 
carbohydrates, fat and the other essential nutri- 
ents. The principles of good nutrition are in- 
cluded to help the homemaker plan her own 
properly balanced, calorie controlled menus. 
With simple subtractions or additions to the 
same basic menu, each family member can be 
served delicious satisfying menus according to 
his individual needs. 


Not a reducing manual. It should be explained 
that “The Cook Book of Glorious Eating for 
Weight Watchers” is a guide to the prevention 
of obesity. Its publication marks the first time 


that a food manufacturer like Wesson has taken 
so important a step to help combat this serious 
public health problem. 


Copies for physicians. “The Cook Book of Glo- 
rious Eating for Weight Watchers” is being 
offered to the general public. If you would like 
a copy for yourself, together with forms to en- 
able patients to obtain their own copies, please 
fill in coupon below. 


Note: Please do not confuse this 
booklet with the Cholesterol De- 
pressant Diet Book, published by 
Wesson as an aid to physicians 
and for professional distribution 
only. The concept of the Choles- 
terol Depressant Diet Book stems 
from Wesson’s value in choles- 
terol depressant diets. Where a vegetable (salad) 
oil is medically recommended for a cholesterol 
depressant regimen, poly-unsaturated Wesson is 
unsurpassed by any readily available brand. 


my patients. 


The Wesson People, Dept. M, 210 Baronne St., New Orleans 12, La. 


Please send me my copy of “The Cook Book of Glorious Eating for 
Weight Watchers”, plus two dozen order blanks for distribution to 


ADDRESS 


CITY, ZONE, STATE 


Poly-unsaturated Wesson, the Pure Vegetable Oil, is Never Hydrogenated 
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... time after time, Patrician “200” guarantees 
* X-ray exposures exactly as you dial them 


In periodic patient follow-up, you really 
come to appreciate the meaning of “True-to- 
Dial” accuracy with the G-E Patrician “200” 
combination. Film comparison is easier be- 
cause of guaranteed consistent x-ray output. 
Performance holds predictably from range 
to range . . . even from one G-E unit to 
another! And with it you get so many more 
Patrician features: full-size 81” tilting table 

. independent tubestand . . . counterbal- 
anced, not counterpoised, fluoroscopic screen 
or spot-film device . . . radiation confined to 
screen area by automatic shutter limiting 


device... economy of purchase and operation, 
You can rent the Patrician. G-E Maxiserv- 
ice® plan provides an attractive alternative 
to outright purchase. Included, for a con- 
venient monthly fee, are installation, mainte- 
nance, parts, tubes, insurance, local taxes. 
Contact your G-E x-ray representative listed 
below for details, 


Progress Our Most Important Product 
GENERAL @ ELECTRIC 


DIRECT FACTORY BRANCH 
KANSAS CITY, MO. 
706 Westport Rd. ¢ Jefferson 1-3505 


3 


TOPEKA 
J. W. HELLER . E. RINK 
710 Park Lane « Central 4-0324 500 Fairway * AMherst 7-1053 


RESIDENT REPRESENTATIVES 
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before they learn their letters... 
you can learn how well they see 


This chart devised by Schering is part of a simple vision screening test for children over 
3 years. Used with the special lens provided, it helps you detect impaired vision, including 
latent hyperopia (farsightedness), and thus facilitates screening of children in need of 
referral to an ophthalmologist. The complete kit—eye chart, special lens and instructions for 
use—is available without charge from your Schering representative or on written request. 


Topical eye preparations: METIMYD® Ophthalmic Suspension (prednisolone acetate and sulfacetamide 
sodium) - Ointment with Neomycin; METRETON® Ophthalmic Suspension (prednisolone acetate and chlor- 
pheniramine gluconate); Sodium SULAMYD® Ophthalmic Solution (sulfacetamide sodium), 30% and 10% + Oph- 


thalmic Ointment, 10%. scHERING CORPORATION (Dept. BLOOMFIELD, NEW JERSEY 


JANUARY, 1968 $-720 


SCHERING’S CHILDREN’S EYE CHART 


NOTICE: THIS CHART SHOULD BE VIEWED AT 15 FEET. 
SEE INSTRUCTION BOOKLET FOR ADDITIONAL DIRECTIONS. 
ILLITERATE € CHART ON REVERSE SIDED 
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‘B. W. & Co.’ ‘Sporin’ Ointments 
rarely sensitize... 

give decisive bactericidal action 

for most every topical indication 


terial action—plus the 
soothing anti-inflam- 
matory, antipruritic ben- 


brand Ointment efits of hydrocortisone. 


The combined spectrum 5° 
of three overlapping a 

antibiotics will eradicate 

virtually all known top- 

ical bacteria. brand Antibiotic Ointment 


in A basic antibiotic com-; 
bination with proven 
effectiveness for 
topical control of gram- | 


brand Antibiotic Ointment Positive and gram-nega-| 


tive organisms. 


Contents per Gm. ‘Polysporin’® ‘Neosporin’® ‘Cortisporin’® 
‘Aerosporin’® brand 
Polymyxin B Sulfate 10,000 Units 5,000 Units 5,000 Units 
Zinc Bacitracin 500 Units 400 Units 400 Units 
Neomycin Sulfate _ 5 mg. 5 mg. 
Hydrocortisone 10 mg. 
Supplied: Tubes of 1 oz. _ Tubes of 1 oz., Tubes of ¥4 oz. ond 
Y% oz. and % o % oz. and ¥% oz. ¥% oz. (with 
(with epethalande | tip) (with ophthalmic tip) ophthalmic tip) 
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THESE 36,000 

PEOPLE IN 
KANSAS NEED 
MEDICAL HELP 


ADVERTISEMENTS 


Heart disease, cancer, mental illness — everyone knows 
the nation’s three major medical problems. Do you 
know that alcoholism ranks fourth? In the state of 
Kansas there are at least 36,000 alcoholics. These 
people need medical help. No one is in a better posi- 
tion to initiate and supervise a program of rehabilita- 
tion than the physician who enjoys the confidence of 
the patient or the patient’s family. 


ONE FOR THE ROAD BACK: 


LIBRIUM 


AN IMPORTANT AID IN THE TREATMENT AND 
REHABILITATION OF THE PROBLEM DRINKER 


During and after an acute alcoholic episode, Librium 
relieves anxiety, agitation and hyperactivity, induces 
restful sleep, awakens the patient’s desire for solid 
food and helps to control withdrawal symptoms. The 
complications of chronic alcoholism, including hallu- 
cinations and delirium tremens, can often be alleviated 
with Librium. 


During the rehabilitation period, Librium makes the 
patient more accessible, strengthening the physician- 
patient relationship. Librium therapy helps to reduce 
the patient’s need for alcohol by affording a construc- 
tive approach to his underlying personality disorders. 


Consult literature and dosage information, available. 


on request, before prescribing. 


LIBRIUM® Hydrochloride —7-chloro-2-methylamino- 
5 RO Cc H E 5-phenyl-3H-1,4-benzodiazepine 4-oxide hydrochloride 


erg LABORATORIES Division of Hoffmann-La Roche Inc. 
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ADVERTISEMENTS 


RESTORE 
VITALITY... flto"the under-par child”* 


Zentron 


comprehensive liquid hematinic 


¢ corrects Iron deficiency 
e restores healthy appetite 
e helps promote normal growth 


* underweight, easily fatigued, anorexic—due to 
mild anemia 


Each 5-cc. teaspoonful provides: 
Ferrous Sulfate (equivalent to 


........ 100 mg. 
Thiamine Hydrochloride 

1 mg. 
Riboflavin (Vitamin Bz). .... . 1 mg. 
Pyridoxine Hydrochloride 

re 0.5 mg 
Vitamin Crystalline... .. . 5 mcg. 
Pantothenic Acid (as d-Panthenol) . 1 mg. 
Ascorbic Acid (Vitamin C). ... . 35 mg. 


Alcohol, 2 percent. 


Usual dosage: 

Infants and children—1/2 to 1 teaspoonful (pref- 
erably at mealtime) one to three times 
daily. 

Adults—1 to 2 teaspoonfuls (preferably at meal- 
time) three times daily. 


Zentron™ (iron, vitamin B complex, and vitamin C, Lilly) 
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Scientific 
ARTICLES 


Tuberculin Skin Testing 


In Two Newton, Kansas Schools— 
A Preliminary Report 


FRANCIS N. LOHRENZ, M.D., Marshfield, Wisconsin; 
DALE GRISWOLD, M.D., and C. O. TOMPKINS, M.D., Newton, Kansas 


YEARLY TUBERCULIN skin tests in two Newton, 
Kansas elementary schools have been performed for 
the past three years. The primary aims were: (1) to 
evaluate the exposure rate of tuberculosis in what was 
considered a susceptible area, (2) to use an effective 
case-finding technique, (3) to educate children, physi- 
cians, nurses, teachers, public school officials and lay 
members of the Harvey County Tuberculosis and 
Health Association who participated in the testing, 
and (4) to develop effectively one aspect of preven- 
tive medicine among actively practicing physicians. 


Material and Methods 


Tuberculin skin tests have been performed in the 
Lincoln and Sunset Elementary Schools during the 
period 1957 through 1959. Each child was required 
to obtain parental consent. In 1957, the Vollmer patch 
test was applied. In 1958 and 1959, the intermediate 
strength (.005 mgms.) intradermal skin test with 
purified protein derivative (PPD) was used (fur- 
nished by the Preventive Medicine Division of the 
Kansas State Board of Health). Children who had 
positive skin tests and their contacts were asked to 
return for follow-up to their family physician. In 
1957, the kindergarten and 1st grade children of 
both schools were tested. In 1959, kindergarten, 1st, 
2nd and 3rd grade children were given skin tests. 
Since the population status remained much the same, 
most of those previously negative were retested yearly. 
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The tests were read in 48 hours by one of the 
testing physicians. The total transverse measurement 
in millimeters of erythema and induration was re- 
corded. A positive reaction was one in which the in- 


A yearly tuberculin skin testing pro- 
gram among school children in two New- 
ton, Kansas elementary schools is de- 
scribed. The general acceptance to the 
testing program was good. Efforts to 
continue each child’s relationship with 
the family physician for follow-up was 
instrumental in obtaining cooperation of 
all physicians concerned. Cooperation 
of physicians, public health personnel, 
school officials and teachers in a pre- 
ventive public health effort was demon- 
strated. 


duration measured 5 millimeters or more. All negative 
reports were sent by mail to each parent. On all posi- 
tive reports, parents were notified by mail from a 
member of the testing group (under the auspices of 
the Harvey County Tuberculosis and Health Associa- 
tion). Accompanying the report was an authorized 
slip to get a chest x-ray and repeat tuberculin skin test 
at no cost. The positive reactor’s family physician was 
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notified in preparation for the appearance of the child 
and family. A follow-up slip regarding contacts and 
their status was to be returned by the family physician 
to one of the members of the testing group. At the re- 
quest of the family physician, all contacts could have 
chest x-rays taken by his authorization. The fee for 
these was minimal at a previously fixed rate paid by 
the local tuberculosis and health association. In 1959, 
certain families were skin tested in the home. The 
school nurse arranged for appointments to have skin 
testing done. Her findings regarding any known active 
or previously active cases were correlated with infor- 
mation from the city nurse, the county health nurse, 
and county physician. 

Appropriate films about the purpose of the tuber- 
culin test were presented to the Parent-Teacher’s As- 
sociations of both schools two weeks before the re- 
quests for consent were given out. It was hoped 
through the mutual interest of all concerned to insti- 
tute an accurate follow-up program. It was the spe- 
cific aim to keep the total program small, but to in- 
volve a susceptible group. It was planned that skin 
testing with follow-up responsibilities could be con- 
tinued on a yearly basis to finally include the kinder- 
garten and all six grades in each of the schools tested. 
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Results 


Table 1 shows the number of requests sent out and 
actual skin tests given in the two schools. 

In 1959, 37 household contacts were found. Of 
these, 27 had negative skin tests. Three were not 
tested. Of the seven with positive tuberculin skin 
tests, four persons previously knew of positive re- 
actions to intradermal material, and their chest x-rays 
had been normal recently. Three others could not be 
followed further. 

There was one possible converter in the group 
tested so far. A Vollmer patch test on this child was 
negative in 1957. An intradermal skin test was posi- 
tive in 1959. A chest x-ray on the child was normal. 
All family contacts showed negative skin tests. 


Discussion 


The only active case of tuberculosis discovered 
completed 18 months of isoniazid therapy with clear- 
ing of hilar infiltrate and lymphadenopathy. She is 
being followed by her physician. Among contacts, no 
active cases have been found during the three years 
of the study. 

(Continued on page 216) 


TABLE 1 
1957 1958 1959 
(Vollmer) (Intradermal) (Intradermal) 

Lincoln 

Sunset 

56 (85%) 75 (80%) 119 (79%) 


The percentage of parents giving consent was the same even when the more reliable intradermal test was substituted for 


the Vollmer patch test. 


TABLE 2 
Follow-Up 
Positive Skin Tests CHEST X-RAY CLINICAL PICTURE 
Negative None suggesting disease 
1958 (intradermal) ......... 8(4.5 %) 5S negative 1 (lymphadenopathy, hilar infiltrate, 
2 “suspicious” treated for primary tuberculosis) 
1 no x-ray 
5 (2.03%) 4 negative No new cases with clinical picture 
1 previous primary 
disease 


The number of positive tuberculin skin tests and evaluation of these is shown in Table 2. 


* Negative by intradermal test in doctor's office. 
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Rupture of Stomach 


Congenital Agenesis of Gastric Musculature 


With Spontaneous Rupture 


MOHEB A. S. HALLABA, M.B., Ch.B.;* RUSSELL A. NELSON, M.D.; 
BERT E. STOFER, M.D., and LEO P. CAWLEY, M.D., Wichita, Kansas 


PERFORATIONS OF THE STOMACH in infants and chil- 
dren have been reported up to the adolescent period. 
Those of the neonatal period are especially interesting 
because of the high mortality, the difficulties of diag- 
nosis and the recent successful surgical repair of a 
previously invariably fatal disease. 

The purpose of this paper is to report 3 cases of 


Three cases of congenital muscular 
defect of the gastric wall are presented. 
One was operated upon and survived, 
the twenty-second in the literature. All 
cases reported since 1950 are briefly 
reviewed in two tables. Our third case 
shows that muscular defect of the gastric 
wall may be compatible with life. Causes 
of gastric perforation are discussed. 
Early diagnosis and laparotomy are 
emphasized. 


gastric perforation ; one was diagnosed during life and 
survived gastric resection. 


Report of Cases 


Case 1. A full term negro female infant was de- 
livered by Cesarean section after an unsuccessful trial 
labor. The infant's cry was delayed and cyanosis was 
present. Resuscitation measures improved skin color 
and respiration. Initial physical examination revealed 
an infant weighing 2,400 Gm. and measuring 50 cm., 
with multiple areas of hyperpigmentation and port- 
wine hemangiomata of the skin. At 3 days abdominal 
distension developed and was followed in one hour 
by refusal of feeding. Distention progressed and a 
roentgenogram of the abdomen two hours after onset 
disclosed pneumoperitoneum and absence of gastric 
gas bubble (Figure 1). Total and differential leuko- 
cyte count, and hemoglobin were normal. A diagnosis 


From the Wesley Research Foundation, Inc., and the De- 
partments of Pathology and Pediatrics, Wesley Hospital, 
Wichita, Kansas. 

* Assistant Resident in Surgery, University of Kansas 
Medical Center, Kansas City, Kansas. 
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of intestinal perforation, probably gastric, was made 
and a laparotomy performed. At surgery a perforation 
of the stomach measuring 2 cm. was found on the 
anterior surface near the greater curvature at the 
fundus. The edges were necrotic but not bleeding. 
The size of the perforation and the extent of associ- 
ated necrosis required an extensive gastric resection. 
About two-thirds of the stomach was removed. The 
baby was discharged at 14 days of age in good con- 
dition, weighing 2,493 Gm. Twelve months after the 
operation, she was well, but her weight and height 
were below the levels usually observed at that age. 
The specimen of stomach measured 3 x 2 cm. and 


Figure 1. Upright roentgenogram of abdomen show- 
ing pneumoperitoneum and absence of gastric air bub- 
ble. 
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was elliptical in outline with a central defect 2 cm. 
in diameter. The serosal surface was smooth and 
showed mottled hemorrhagic discoloration. The wall 
was less than 1 mm. in thickness and was much thin- 
ner near the defect. The mucosal surface exhibited the 


Figure 2. Low power photomicrograph along edge of 
gastric perforation showing necrosis, hemorrhage and 
loss of muscularis bordering the perforation. H. & E., 
x20. 


usual rugal folds. Microscopic examination of area 
adjacent to defect revealed hyperemia and edema of 
submucosa and scattered inflammatory cells. The 
muscle coat was absent over a short distance near the 
necrotic border (Figure 2). 

Case 2. A 25 year old white multipara after an un- 
eventful pregnancy spontaneously delivered a male in- 


metric 


Figure 3. Photograph of gross specimen from case 2 
showing multiple areas of thinning of the wall. Site 
of perforation is marked by arrow. 


2 


fant. The baby was apparently well until the morning 
following delivery when he became cyanotic. The cya- 
notic spells were intermittent with rapid and labored 
respiration. The heart sounds were muffled and the 
rate was 156 per minute; no murmurs were heard. 
The radial and femoral pulsations were readily pal- 
pable. A few rhonchi were heard at the base of both 
lungs. An electrocardiogram revealed marked left 
axis deviation and sinus tachycardia. A radiogram of 
the chest revealed generalized cardiac enlargement, 
increased pulmonary vascularity, and possible incom- 
plete expansion of the lungs. The clinical diagnosis 
was congenital heart disease with heart failure. The 
infant failed to respond to medications, and remained 
cyanotic in spite of oxygen administration. His respi- 
ration became shallower and ceased on the third neo- 
natal day. 


Figure 4. Photomicrograph of gastric perforation 
from case 2. Note loss and atrophy of musculature 
beneath and bordering the non-inflammatory ulceration 
of mucosa. H & E., x150. 


At autopsy the infant measured 49 cm. in length 
and weighed 3,550 Gm. Marked cyanosis of the lips 
and fingernails, dependent hypostasis, and abdominal 
distension were present. The pertinent findings were 
limited to the cardio-respiratory system and stomach. 
The lungs were markedly congested with scattered 
areas of subpleural hemorrhages. The heart was en- 
larged (26 Gm., normal 17 Gm.) and was associated 
with infantile coarctation of the aorta. The stomach 
showed multiple ulcerations ranging from 1 to 4 mm. 
in diameter that involved the entire wall, chiefly on 
the greater curvature (Figure 3). One of them had 


‘.perforated the posterior wall along the greater curva- 


ture. 
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Histologic sections at the edge of the gastric per- 
foration showed partial or complete absence of the 
muscularis (Figure 4). The overlying mucosa was 
defective and an accumulation of slightly basophilic 
material was present in the submucosa but no inflam- 
matory cells were found. Masson stain showed focal 
thinning and absence of the muscular layers. No evi- 
dence of peritonitis was present. 

Case 3. A 5 year old white girl was admitted to the 
Emergency Room in severe shock and died within 5 
minutes. Earlier in the day her physician had diag- 
nosed tonsillitis and treated her with penicillin intra- 
muscularly. For the previous 12 hours there had been 
increasing abdominal distention and fever. She was 
mentally defective, and unable to walk or talk. The 
salient physical findings were abdominal distension 
and a fever of 100° F. 

At autopsy, the abdominal cavity contained 200 ml. 
of green fluid that had a sour odor. The omentum was 
focally thickened by deposits of calcium and the tail 
of the pancreas beneath the stomach was inflamed and 


Figure 5. Photograph of ulcerated stomach. Note 
multiple ulcerations of the upper portion of the 
stomach (posterior wall of the stomach). 


edematous. The stomach revealed multiple perfora- 
tions of the posterior wall high on the greater curva- 
ture (Figure 5). Elsewhere the stomach was normal. 
Except for pleural effusion and moderate compression 
of both lungs, no other significant abnormalities were 
present. 

Histologic examination of the margin of one of the 


gastric perforations disclosed focal absence and thin- 
ning of the circular muscular layer (Figure 6). 

The mucosa was intact but was ulcerated as sections 
closer to the perforations were examined. Masson and 
Luxol Fast Blue stains showed loss of the muscularis 


Figure 6. Photomicrograph of edge of lesion in 
stomach of case 3. Note marked diminution of muscu- 
lature in area nearest ulceration. Masson, <100. 


and decrease in the number of ganglion cells near the 
perforations. Advanced congestion, focal hemorrhage 
and lymphocytic infiltration were associated. Tissue 
from the tail of the pancreas disclosed superficial 
pancreatitis. Elsewhere the pancreas was normal. 


Discussion 


Gastric perforation within the first two weeks of 
life is an uncommon disease entity. Siebold is credited 
for publishing the first report of this condition in 
1825, and Leger for the first successful surgical repair 
in 1950. In the last decade, between 1950 and 1960, 
84 cases have been reported (Tables I and II) with 
an over-all mortality of 75 per cent. Only 19 were 
reported prior to that period bringing the total to 103 
cases as of this date. 

From Tables I and II it can be seen that males 
predominate (51 to 31). The incidence appears high- 
er in negroes (38 to 24) although no race was men- 
tioned in 22 cases. Approximately half of all reported 
cases had a history of obstetrical complications includ- 
ing prolonged labor, breech presentation (2), twin 
deliveries (5), toxemia (3), polyhydramnios, precipi- 
tate delivery, uterine inertia and premature rupture of 
membranes. Complications of delivery included for- 
ceps (2) and Cesarean section (4). Complications 
prior to or during delivery are unusually high and 
appear far out of proportion to the normal expectancy 
of complications. Maternal complications included 
rheumatic heart disease, chronic nephritis, Raynaud’s 
disease, carcinoma of the breast, syphilis and diabetes 
mellitus. Erythroblastosis was mentioned in one case. 
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TABLE II 
NON-OPERATED CASES REPORTED DURING THE PERIOD OF 1950-60 
(24 CASES) 
Day of 
Author and Y ear Race Sex Onset Size and Site of Perfaration Etiology 
1990 w mM = 1.5 X 1.8 cm. greater curvature, cardia Undetermined 
Wright, Scott, 1950 .. N M 25 2 cm. lesser curvature, pylorus Acute ulcer 
Johnson, 1951 ....... N M 3 3.5 cm. anterior wall, lesser curvature Muscle defect 
Ogur, Kolarsick, 1951. N M 2 Diverticulum, greater curvature, cardia ? Muscle defect 
Ross et al, 1951 ..... W M 4 3 X 1.5 cm. greater curvature, cardia Intramural hemor- 
rhage withnecrosis 
Schlumberger, 1951 W M 1 1.3 cm. posterior, greater curvature Acute ulcer, bilater- 
al intraventricular 
hemorrhage 
Green, Gose, 1953... W M 3 2 mm. anterior wall Secondary to duo- 
denal atresia 
Stein, Wright, 1953 .. N M 5 1 cm. fundus Trauma (E&J pres- 
sure machine) 
Possible muscle de- 
fect 
N M 4 2 mm. lesser curvature, pyloric Acute ulcer. Mother 
had syphilis and 
preeclampsia 
N F 6 2 mm. posterior wall Undetermined 
Braustein, 1954 ...... N F 10 1 cm. greater curvature, cardia Muscle defect, suba- 
rachnoid and right 
ventricular hem- 
orrhage 
N F 2 Near cardia Muscle defect 
N M 3 2 cm. greater curvature, cardia Muscle defect 
N M 22 3 cm. anterior, mid greater curvature Muscle defect, focal 
all over 
Griffin, Griffin, 1954... W M 3 Fundus Muscle defect 
Vargas et al, 1955 ... ? M 6 Diverticulum, greater curvature Muscle defect 
? M Fundus Diffuse gastritis and 
necrosis, Septice- 
mia 
? F 4 Punctate perforations, posterior wall, Trauma (polyethy- 
greater curvature lene catheter ) 
Musser, 1956 ....... W F 1 3 cm. fundus Trauma. Muscular 
defect 
1957 ........ w mM 1.5 cm. greater curvature Muscle defect 
Hamrick, 1959 ...... ? F 9 mm. and 3 mm. perforations antero- Idiopathic 
superior aspect 
McCormick, 1959 .... N M 4 5 mm. anterior wall Trauma (tracheal 
catheter ) 
Muscle defect 
N M 2wk. 2.5 cm. fundus, greater curvature Undetermined 
? M 3 Entire greater curvature Idiopathic 


Vermilya et al, 1960 . 
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Relationship between obstetrical complications and 
perforation of the stomach in the newborn within the 
first two weeks of life is not clear in many cases. 
Obstetrical trauma has been listed as a possible etio- 
logic factor by Russell and might be operative in the 
breech and precipitate deliveries, and twin preg- 
nancies. 

Thirty-five infants were under 2,500 Gm. Associ- 
ated abnormalities included Mongolism (3), atresia 
of esophagus, duodenum or ileum (4), omphalocele 
(1), talipes equinovarus with gangrene of left foot 
(1), congenital diaphragmatic hernia (1), Meckel’s 
diverticulum (1), coarctation of aorta (1), port-wine 
hemangiomata (1), multiple cysts of kidney (3), hy- 
dronephrosis (1), and spina bifida (1). 

Pathologic lesions of the stomach varied between 
2 mm. and 6 cm. in greatest dimension. Perforation 
was associated with complete or partial bowel obstruc- 
tion in 5 cases. In those cases where the location of 
the perforation was defined, the greater curvature was 
involved 48 times, the lesser 9, the anterior surface 
24, the posterior 12, and the cardiac end 16 times 
against 10 for the pyloric and 6 for the mid portion. 

In 10 cases post-mortem examination of the brain 
was done and 4 showed nothing of significance, 1 had 
meningitis, and 5 had intracranial hemorrhage (1 
with tentorial tear). There is little support for a 
possible relation between intracranial damage and 
perforation of the stomach (Quinn). 

The cause of perforation was ascribed to congenital 
muscular defect in 26 cases (31 per cent), to acute 
ulcer in 13 cases (15.4 per cent), and to trauma 
(polyethylene tube, gavage, intubation for tracheal 
suction) in 11 cases (13 per cent). Other listed causes 
included: anoxia, gastritis with necrosis, septicemia 
and mural abscess, and adrenal stress syndrome 
(Green and Gose). Thirty cases (34.3 per cent) were 
classified as idiopathic or of undetermined etiology. 
Most cases, however, did not have tissue diagnosis 
and it is conceivable that congenital muscular defect 
was the underlying pathology. 

The high incidence of perforations along the great- 
er curvature is quite significant. We feel that spon- 
taneous rupture of the stomach along the greater curv- 
ature suggests a congenital defect of musculature as 
first pointed out by Herbut in 1943, for the following 
reasons: (a) Developmentally the greater curvature 
is the result of faster growth (compared to the lesser 
curvature) of the dorsal border of the stomach. The 
fundus arises as a local bulge near the cranial end 
(Arey). Defects are more likely to occur in an area 
of active growth such as the greater curvature. Herbut 
postulated that lack of fusion of the anlage of the 
circular muscle layers was responsible for the muscle 
defect in the stomach wall. (b) Peptic ulceration is 
uncommon on the greater curvature (Mann et al), 
and (c) Overdistension of the intact stomach leads 


to rupture along the lesser curvature, rarely along the 
greater curvature according to Aberg (Wolf). Al- 
though traumatic rupture by gastric tube apparently 
occurs more frequently at the greater curvature as ex- 
emplified by Vargas et al, the majority of cases never 
have had such tubes used. The three cases reported 
here appear to be examples of congenital defect of 
the gastric wall. Associated disorders such as port- 
wine hemangiomata in the first case, congenital heart 
disease in the second and mental retardation in the 
third, tend to support congenital defects of the 
stomach in these three cases. 

There are apparently multiple as well as unknown 
causes for gastric rupture and in the following classi- 
fication are listed the reported causes: 


A. Congenital 
1. Muscular defect 
2. Diverticulum 
B. Acquired 
1. Traumatic 
a. Intubation and gavage feeding 
b. Resuscitation with oxygen under positive 
pressure 
2. Inflammatory 
a. Septicemia and intramural abscess 
b. Gastritis 
3. Peptic ulceration 
C. Secondary to bowel obstruction 
D. Idiopathic 


Musser rejects congenital defects as an etiologic 
explanation and believes that perforation is due to 
overdistension of the stomach by the use of oxygen 
with or without tight-fitting mask. He compares this 
condition to the rubber-bag phenomenon whereas 
periodic introduction and release of gas through a 
tube or diaphragm finally results in rupture of the 
bag. The interval between resuscitation and appear- 
ance of symptoms does not bear this out in most cases. 

Defects of gastric musculature apparently may per- 
sist for some years, if one accepts their congenital 
origin, as exemplified by our third case. Of further 
interest is the decrease in number of ganglion cells 
near the area of perforation. 

Whereas this condition is 100 per cent fatal in non- 
operated cases, surgical mortality is still unusually 
high (65 per cent) and is directly proportional to the 
time elapsed between onset of symptoms and diag- 
nosis, and celiotomy. Our only hope of salvage is 
awareness of the incidence of this disease entity and 
early surgical interference. 
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Tuberculin Skin Testing 
(Continued from page 208) 


The percentage of positive reactors is slightly 
higher than that reported over a 10 year period in 
Kansas City Schools by Wood, Furcolow and Willis. 
The higher percentage in 1958 (4.5 per cent) is 
probably best explained by the use of some second 
strength skin testing material causing a few non- 
specific positive reactions. It is felt that the 1959 
percentage of 2.03 per cent reflects accurately the ex- 
posure rate on the group tested. The unreliability of 
the Volimer patch test is verified by the negative intra- 
dermal tests present when repeated in the doctor's 
office on all “positive” reactors in 1957. 
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Mass Photofluorography 


An Analysis of Its Use for Detection of 


Cardiovascular Diseases 


HARRY ALLEN, M.D., M.P.H.;* JAMES M. MOTT, M.D.;** 
E. D. PULLIAM, B.S., M.S.P.H.,{ and IRVIN FRANZEN, A.B., 


SINCE 1948, the State Board of Health of Kansas, 
has conducted state-wide photofluorographic chest 
x-ray surveys. For the last seven years these surveys 
have been concerned with the total chest pathology 
that might be suspected by x-ray. Evidence of cardio- 
vascular disease and malignancy have been included 
with the prime reason “tuberculosis case finding.” 

Lack of funds and personnel have previously made 
it impossible to conduct an organized follow-up of 
the suspected cases of heart disease, although each 
case is reported to the screenee’s physician. 

Good administrative practice dictates a periodic 
review of all ongoing programs. With this in mind, 
it seemed imperative that an analysis of this phase of 
the Heart Disease Control Program be made, in order 
to formulate recommendations concerning the effec- 
tiveness of mass photofluorography for the detection 
of heart disease and for the development of effective 
follow-up procedures. 


Purpose of Study 


1. To ascertain if it is possible to follow up 
suspected cardiovascular disease cases detected by pho- 
tofluorographic surveys with the data that are avail- 
able. 

2. To suggest a feasible method of follow-up with- 
in the limits of staff and funds. 

3. To evaluate this method of screening for the 
detection of heart disease. 


Methods 


1. All photofluorographic reports for 1958 listing 
suspected cardiovascular disease were checked to de- 


* At time of study was Assistant Director, Division of 
Health of the Aging, Kansas State Board of Health. At pres- 
ent time is Medical Consultant Chronic Diseases for Region 
6 of the U. S. Public Health Service. 

** Director, Division of Preventable Diseases, Kansas 
State Board of Health. 

t Health Program Representative, Division of Health of 
the Aging, Kansas State Board of Health. 

t Director, Division of Vital Statistics, Kansas State Board 
of Health. 
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termine the extent of follow-up done by private physi- 
cians upon initial referral. 

2. A follow-up letter was prepared and sent to 
all physicians receiving reports of x-ray significant for 


This is an analysis of 1958 photofluor- 
ography reports which showed evidence 
of cardiovascular disease and the follow- 
up reports from physicians of 797 cases 
in which physical examination confirmed 
evidences of diseases in about two-thirds 
of the total. 


cardiovascular disease requesting data needed for 
analysis. 


Results 


During the period January 1, through December 
31, 1958, there were approximately 119,972 chest 
x-rays made by the Division of Preventable Diseases 
of the State Board of Health. Of this total 1,359 


TABLE I 


Summary of Information Submitted Voluntarily by 
Physicians Based on Examinations Performed After 
Initial Referral of Cardiovascular Disease Suspects 

Detected by Photofluorography—Kansas, 1958 


Type of 

Cardiovascular Disease Number Per Cent 
Chronic Rheumatic ............ 19 12.0 
Arteriosclerosis ..............+- 19 12.0 
Valvular, Nonrheumatic ........ 3 2.0 
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TABLE II 


Type of Cardiovascular Disease by Sex and Age Group as Diagnosed 
By All Physicians Who Submitted Diagnostic Reports—Kansas, 1958 


Age Group 

Type of 85 & 

Cardiovascular Disease Total Male Female 15-24 25-34 35-44 45-54 55-64 65-74 75-84 OVER 
958 165 793 26 30 39 144 280 323 105 11 
Hypertension ........... 314 30 284 — 1 6 46 103 116 37 5 
Chronic Rheumatic ...... 89 15 74 3 9 6 13 24 25 9 —_ 
Arteriosclerosis ......... 173 50 123 1 — 1 13 41 80 33 4 
Valvular, Nonrheumatic . 25 5 20 — — — 3 9 9 4 _ 
78 24 54 5 2 17 20 26 3 _ 
SE ee 147 20 127 11 12 13 29 52 26 4 — 
No Examination ........ 132 21 111 6 6 8 23 31 41 15 2 


cardiovascular disease suspects were detected for a 
yield of 113 cases per 10,000 x-rays. The private 
physician upon initial referral performed examina- 
tions and voluntarily returned reports on 161 cases, 
or 11.8 per cent of the 1,359 suspects. Thus, there 
remained 1,195 cardiovascular disease suspects, 88.2 
per cent of the total, who either did not report to a 
physician as had been recommended, or the physician 
did not voluntarily submit any report to the State 
Board of Health. 

An analysis of the 161 reports submitted by physi- 
cians upon initial referral of suspects was convincing 
evidence that this represents « reasonably sound source 
of follow-up data. The results, as depicted in Table I, 


were the basis for the follow-up letter sent to the 
physicians. These letters were mailed to 448 physi- 
cians to request data on the 1,196 survey suspects on 
which no reports had been submitted. As a result of 
these letters, 73 per cent of the physicians contacted 
returned reports on 797 cases, representing 67 per cent 
of the suspects. Adding to this the 161 cases on which 
initial reports were received, follow-up information 
was obtained on 958 suspects, 70.5 per cent of the 
total number detected by the photofluorographic sur- 
vey. 

Table II shows the sex and age group distribution 
by type of cardiovascular disease diagnosed on the 
826. suspects examined by physicians and the 132 


TABLE III 


Type of Cardiovascular Disease by Reported Condition of Survey Suspects as Diagnosed by Physicians 
Who Submitted Reports on Patients Whose Photofluorogram Showed Some 
Type of Cardiovascular Abnormality—Kansas, 1958* 


Type of Cardiovascular Disease 


Reported Survey Findings 


CARDIAC SLIGHT CARDIAC 


as Reported by Physician Total ENLARGEMENT ENLARGEMENT OTHER 


* All cases were detected by the 1958 Photofluorographic Survey, although some had also been detected and reported 


previously. 
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suspects that were not examined. Of the total exam- 
ined, 82.2 per cent had some type of cardiovascular 
ailment, whereas only 17.8 per cent were reported as 
having no disease. The age group variations show that 
nearly 92 per cent of the examined suspects over 
65 years of age were diagnosed as having a cardiovas- 
cular disease, compared with 78 per cent of those be- 
tween 45-64 years and 52 per cent of the suspects 
under 45 years of age. 

It is also noteworthy that 83 per cent of the 
suspects were females, which indicates that this is 
not a true representation of the population at risk; 
rather, it is concerned primarily with females 45 years 
of age or older. That the risk is greater for the male 
population has been demonstrated by cardiovascular 
mortality statistics which show a sex ratio of three 

‘to two, males over females. Therefore, conclusions 
on the basis of female experience would actually rep- 
resent an understatement of the expected for the pop- 
ulation over 45 years of age in general and for males 
over 45 years of age in particular. 

Table III shows that even on photofluorograms 
showing only slight cardiac enlargements, 80 per 
cent of such suspects were diagnosed as having a 
heart disease when examined by a physician. Of those 
cases with more pronounced cardiac enlargements, 
87 per cent were reported as heart disease victims by 
the examining physician. If the same holds true for 
132 suspects that were not examined, it means that 
another 104 cardiovascular disease victims detected 


by the photofluorographic method are not being giv- 
en necessary medical attention. 


Conclusions 


1. It would appear that mass photofluorographic 
surveys are effective in detecting cardiovascular dis- 
eases and that every effort should be made to extend 
this effectiveness through an adequate follow-up pro- 
gram. 

2. The effectiveness of mass photofluorography 
as a detector of cardiovascular disease could be in- 
creased through greater emphasis on reaching the 
population at risk, particularly a greater percentage 
of the male population. 

3. Individuals participating in photofluorographic 
surveys, whose chest x-rays are interpreted as signifi- 
cant for possible cardiovascular disease, should be 
urged to seek medical advice and clinical evaluation, 
even though still symptom free, in order to obtain 
early diagnosis and prompt treatment. 

4. A large percentage of the follow-up data can 
be obtained on the cardiovascular suspect from his 
physician by written request, but for those who did 
not see a physician there is a real need for a full-time 
health department employe, who, with the consent of 
the physician, could visit and encourage these suspects 
to seek medical supervision. 

Authors’ Note: As a result of this study additional 
funds and personnel have been received by the Kan- 
sas State Board of Health, making it possible to pro- 
vide adequate follow-up on cardiovascular disease 
suspects detected through mass photofluorography. 
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Chest Pain, Dyspnea, Hypertension and 
Massive Edema in a Young Diabetic 


CASE PRESENTATION 


WE ARE DISCUSSING TODAY a 20-year-old white girl 
who was admitted to KUMC for the fourth time on 
November 27, 1958, complaining of pain in her chest 
and shortness of breath for two days. She had been a 
known diabetic since she was eight years old and had 
been treated with 16 to 20 units of insulin. During 
the five months preceding her admission she had had 
an increasing number of insulin reactions, and her 
mother had decreased the dosage. She had first been 
known to have albuminuria about eighteen months 
before admission, and she had had epistaxis intermit- 
tently for three months. 

She was admitted here for the first time in 1946 in 
a diabetic coma. In 1956 she was admitted for the 
second time with the complaint of rapid deterioration 
of vision following an automobile accident, and at 
that time optic atrophy was discovered. On her third 
admission (November 7, 1958) she was semi-stupor- 
ous and edematous following an episode of epistaxis 
which lasted for 48 hours. At that time she was given 
oxygen and digitoxin, and fluids were restricted. She 
showed some improvement until November 25 when 
pain developed in her chest and left flank on deep 
inspiration; this was associated with shortness of 
breath and orthopnea. 

Her family history was non-contributory except that 
her father was a diabetic. | 

The patient was a young white woman who was 
blind, markedly edematous, orthopneic and acutely 
ill. Ophthalmoscopic examination showed bilateral 
retinitis proliferans and retinal separation on the left. 
There was blood in the nares. The cervical veins were 
distended. Her chest expansion was poor, and there 
was decreased tactile fremitus in the left base posteri- 
orly. Moist rales were heard throughout the chest, 


Edited by Jesse D. Rising, M.D. and Mahlon Delp, M.D. 
from recordings of the proceedings of the conference partici- 
pated in by the departments of medicine, pediatrics, surgery, 
radiology and pathology of the University of Kansas Medical 
yn as well as, by the third and fourth year classes of 
students. 


with marked intercostal retraction on deep inspiration. 
The second pulmonic sound was greater than the sec- 
ond aortic sound. A grade II systolic murmur was 
heard along the left sternal border. The abdomen 
was distended and tender bilaterally, and a fluid wave 
was present. Deep reflexes were absent in the lower 
extremities. 


Laboratory 


The specific gravity of the urine was 1.011 with 
2 plus albumin, 0.3 per cent sugar, occasional waxy 
casts and 5 to 10 pus cells per high power field. A 
test for occult blood in the urine was positive. A 24- 
hour urine albumin was 10.3 gm. The hemoglobin 
was 46 per cent; the hematocrit was 26.5 ml. The 
white count was 10,300 with 80 per cent polymor- 
phonuclears, 18 per cent lymphocytes, and there was 
anisocytosis. The VDRL was negative. The bleeding 
time was 2 minutes and 53 seconds, and the clotting 
time was 9 minutes and 45 seconds. The blood urea 
nitrogen was 96 mg. per cent; creatinine, 5.6 per 
cent; fasting blood sugar, 45 mg. per cent. The serum 
carbon dioxide was 25 mEq/L; sodium, 135 mEq; 
potassium, 5.1 mEq; chloride, 94 mEq; calcium, 4.0 
mEq; and phosphorus, 3.5 mEq: The total serum pro- 
tein was 4.35 gm. per cent; serum albumin, 2.03 
gm. per cent; and serum globulin, 2.33 gm. per 
cent. The SG-OT was 8 units. 


Hospital Course 


The patient showed some improvement, but one 
day after admission she developed chest pain and 
pulmonary edema. A tender, erythematous area ap- 
peared on the dorsum of the foot. She appeared to 
be moribund for several hours, but showed some im- 
provement until the next morning when she expec- 
torated some blood-streaked sputum. On December 3 
she had another episode of pulmonary edema after 
receiving a unit of blood, but she again responded to 
treatment. Her fluids were restricted to one liter per 
day. At the time of discharge on December 10, 1958, 
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she was able to sleep with the head of her bed 40-60 
degrees. 

She was readmitted on January 4, 1959, following 
two days of vomiting and delirium. The physical 
findings were essentially the same as on the previous 
admission. The blood sugar at that time was 290 mg. 
per cent. On January 5 her temperature rose to 101.6 
degrees. The dyspnea increased, and her neck veins 
became more distended. At 9:30 a.m. she had a con- 
vulsion and died. 

Dr. Mahlon Delp (moderator): Are there any 
questions ? 

E. Rule Olson (fourth year medical student) :* 
What was the last dosage of insulin that she was 
given ? 

Dr. Wu-Hai Tu (resident in medicine): She re- 
ceived 10 units of NPH insulin on the morning of 
death. 

Mr. Olson: What were the last values of serum 
calcium, and what were the urine ketones ? 

Dr. Tu: The early ketones were negative; blood 
chemistries were returned after she died. 

Mr. Olson: Did she have any characteristic breath- 
ing on admission ? 

Dr. Tu: She was orthopneic. 

Mr. Olson: Were there any characteristic focal 
neurological findings in the terminal event? 

Dr. Tu: No. 

Kenneth Fendorf (student): Was a friction rub 
heard at any time? 

Dr. Tu: No. 

Mr. Fendorf: Did she have a positive Homan’s 
sign at the time the tender area on the dorsum of her 
foot was noted ? 

Dr. Delp: No, she did not. Her legs were ex- 
tremely edematous, and she had difficulty even moving 
them. 

Betty Soo (student): What were the cholesterol 
values ? 

Dr. Delp: The highest cholesterol value was 328 
mg. per cent. 

Jack Irvine (student): Were doubly refractile 
bodies ever noted in the urine? 

Dr. Tu: None were described. 

Malcolm Shalet (student): What was her renal 
output on the fourth admission? 

Dr. Delp: Her output averaged about 800 ml.; she 
had no oliguria. 

Miss Soo: Was pigmentation noted at any time? 

Dr. Delp: There was no unusual pigmentation. 

Mr. Irvine: Were tuberculin or histoplasmin skin 
tests done? 

Dr. Delp: None were recorded. 

Andrew Nachtigall (student): What was her 
blood pressure during the last three admissions? 


* Although a medical student at the time of this con- 
ference in April, 1959, he, like the others referred to as 
students, received the M.D. degree in June, 1959. 
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Dr. Delp: Her blood pressure was elevated, and 
the highest one recorded was 220/118. 

Charles Tschopp (student): Did she ever have 
nausea, vomiting or diarrhea? 

Dr. Delp: She had a great deal of vomiting, but 
she did not have diarrhea. 

Mr. Tschopp: Did she have any focal twitching 
during her course? 

Dr. Delp: What do you mean by focal twitchings ? 

Mr. Tschopp: Localized areas of muscle twitching. 

Dr. Delp: On her last admission she was dis- 
oriented and had been having muscular twitching for 
18 hours. 

Dr. Wallace McKee (resident in medicine): On 
her first admission it was reported that she had had 
muscular twitching for which she was given diphenyl- 
hydantoin sodium. 

Mr. Nachtigall: What was her temperature course 
during the last admission? 

Dr. Delp: Her temperature was elevated only on 
the last day when it rose to 101.6 degrees; she had 
had no fever on her previous admissions. 

Mr. Irvine: Was a uremic frost noted at any time? 

Dr. Tu: No. 

Dr. Delp: If there are no more questions, we will 
now see the electrocardiograms. 


Electrocardiograms 


Mr. Fendorf: The first electrocardiogram taken on 
November 9, 1958 (Figure 1) shows a normal sinus 
thythm and a tachycardia of 100 with a P wave 
preceding each QRS complex. The axis is plus 30. 
There is only a small T wave in the limb leads. The 
precordial leads show a normal progression of the 
QRS complexes across the chest at Vz and V4. I 
interpret this tracing as a sinus tachycardia and prob- 
able heart strain. 

A tracing taken on the patient’s fourth admission 
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Figure 1. Electrocardiogram taken November 9, 1958. 
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Figure 2. X-ray taken on first day of the patient's 
fourth hospitalization. 


shows an increased rate of approximately 140. The P 
waves preceding each QRS complex are slightly high- 
er than on the previous tracing, and the axis is plus 
60. There is a normal progression of QRS complexes 
across the chest leads at V; and Vg. The T waves are 
somewhat higher than in the previous tracing and 
indicates more right heart pattern which may be com- 
patible with right ventricular overload. I can not 
definitely say that this is a pattern of cor pulmonale. 

An electrocardiogram on December 4 shows the 
chest leads shifted back slightly at about V,. There 
is no tachycardia, but otherwise this tracing is essen- 
tially the same as the first one. 

Dr. Delp: May we have your comments, Dr. 
Dunn? 

Dr. Marvin Dunn (cardiologist): The first trac- 
ing shows myocardial ischemia, but I do not believe 
that it would be interpreted as right heart strain as 
the taller amplitude of the T waves may merely be a 
manifestation of tachycardia. 

Dr. Delp: May we have the x-rays, please? 


X-rays 

Mr. Shalet: The first x-ray taken on May 16, 1956, 
during the patient’s second admission, shows no bony 
abnormalities. The transverse diameter of the heart is 
normal in size. Several areas of calcification in the 
hilar lymph nodes are seen, but otherwise I interpret 
this as a normal x-ray. 

A film taken on November 10, 1958, shows trans- 
verse enlargement of the heart which is probably on 
the basis of left*heart dilatation or hypertrophy. It is 
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difficult to determine which chamber is enlarged with- 
out a lateral film, but I assume that this is left heart 
enlargement. There is slight increase in hilar enlarge- 
ment. 

A film taken on the first day of the patient's fourth 
hospitalization shows transverse enlargement of the 
heart which may be of more significance than that of 
the previous film (Figure 2). Hilar markings are 
prominent bilaterally and radiate towards the pe- 
riphery. There is no evidence of pleural effusion, and 
the costophrenic angles are clear. A middle lobe fis- 
sure is seen here which I interpret as an interlobar 
effusion. I interpret this film as transverse enlargement 
of the heart and pulmonary edema. 

An x-ray taken one week after the fourth admission 
again shows enlargement in the transverse diameter 
of the heart and prominent hilar markings compatible 
with pulmonary edema. Patchy areas of infiltration 
are seen throughout both lung fields. I interpret this 
film as a bronchopneumonia superimposed upon pul- 
monary edema. There is blunting of the costophrenic 
angle and evidence of a pleural effusion on the right 
which was not seen on the previous films. I interpret 
these x-rays as enlargement of the heart, pulmonary 
edema, patchy bronchopneumonia, and a right pleural 
effusion. 

Dr. Delp: Thank you. May we have your com- 
ments, Dr. Germann? 

Dr. Donald Germann (radiologist): Basically 
this film shows the pattern of pulmonary edema with 
cardiac enlargement. 

Dr. Delp: Is there any particular significance to the 
fact that the gutters are free? 

Dr. Germann: That merely implies that there is 
edema of the lung rather than pleural fluid. 

Dr. Delp: Thank you. May we have your differen- 
tial diagnosis now, Mr. Olson? 


DIFFERENTIAL DIAGNOSIS 


Mr. Olson: Our case today concerns a 20-year-old 
white girl who was a known diabetic for twelve 
years. The age of onset is the criterion for classifying 
her as a juvenile diabetic. I can quickly rule out 
maturity-onset diabetes mellitus as a primary diagnosis 
because of the patient’s age and the history of onset. 
Acute and chronic pancreatitis, hemochromotosis, in- 
jury, neoplasm, amyloid infiltration, and abnormal 
functioning of the pituitary can be excluded because 
of the lack of history. Because of the early onset and 
characteristics of our patient’s symptoms it can be as- 
sumed that her disease was the common hereditary 
form of diabetes transmitted as a Mendelian recessive. 

Juvenile diabetes has its onset either acutely (with- 
in 24 hours), rapidly (within a week), or gradually 
(within a month or more). It occurs most frequently 
around the ages of three, six or twelve years, corre- 
sponding to the growth spurts in a child. Sex inci- 
dence is equal, but the onset usually occurs earlier in 
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gitls and is characterized by carbohydrate intolerance. 
There is often a period of decreased insulin tolerance, 
and as many as 33 per cent of these patients do not 
fequire any insulin at all for some time. Within three 
years, however, almost all of them are completely 
dependent upon it again. During the first five years 
complications of that disease include ketosis, sepsis, 
rapidly appearing cataracts, and skin lesions associated 
with cutaneous lipid deposition. Twenty-six per cent 
of the patients from ten to fifteen years of age de- 
velop neuropathy associated with loss of vibratory 
sense and decreased deep tendon reflexes. Although 
tuberculosis is not a common complication it occurs 
three to four times more often in diabetics and 16 to 
20 times more often in teenage diabetics. After the 
age of 15 the complications are usually vascular, al- 
though there is often the association with the Kimmel- 
steil-Wilson syndrome when death occurs at an early 
age. At any time during its course, however, necrotiz- 
ing papillitis may cause oliguria and rapid death. 
Although that rarely occurs it is usually associated 
with acidosis or a hypertensive episode. Our patient 
was a juvenile diabetic, blind, edematous, orthopneic 
and acutely ill. For 18 months she had had albumi- 
nuria, and she had had insulin reactions for about five 
months. She manifested some of the symptoms of dia- 
betic nephropathy with hypertension, edema and pro- 
teinuria which obviously suggests the intracapillary 
glomerulosclerosis of the Kimmelsteil-Wilson type. 

Chronic glomerulonephritis, amyloidosis, syphilis, 
lupus erythematosis, renal vein thrombosis and con- 
genital kidney disease can be dismissed because of the 
negative laboratory values and the history. The pa- 
tient showed correlated findings of retinopathy, de- 
creased insulin requirements, mild anemia, hypopro- 
teinemia and azotemia which is frequently associated 
with concurrent heart failure. On admission she had 
pulmonary edema and heart failure, and this was 
probably complicated by pulmonary infarction as indi- 
cated by the typical history and signs which could be 
compatible with cor pulmonale. I postulate that the 
embolus came from the legs because of the severe 
edema. She may have had a superimposed inflamma- 
tory disease of the lung. The blood sugar was 45 mg. 
per cent, and she probably was in borderline or frank 
insulin shock. Her blindness could have been caused 
by diabetic retinopathy with retinal separation. The 
first episode of pulmonary edema which occurred dur- 
ing her hospitalization may have been the result of 
another embolus; the second may have occurred as a 
result of the blood transfusion which was given in 
an attempt to mobilize some of the tissue water which 
was secondary to the hypoproteinemia. The procedure 
mobilized the water and increased the blood volume, 
and put her over the borderline into cardio-pulmonary 
decompensation. 

She showed some improvement and was discharged 
only to return several days later with a history of 
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vomiting and delirium for two days. Her blood sugar 
at that time was 290 mg. per cent. Her physical find- 
ings were essentially unchanged. Apparently she was 
not in a diabetic coma, although there were no ketone 
bodies described to rule it in or out. Acidosis, how- 
ever, is extremely uncommon in a patient with a dam- 
aged kidney. She was in cardiac failure. On the day 
following admission she probably had another pulmo- 
nary embolus, and I believe that she had acute right- 
sided failure at that time. The calcium value was low 
because there was low protein in the blood which is 
the carrying mechanism for calcium. The ionized cal- 
cium is actually of the most importance. Her final 
episode cannot be explained on the basis of too much 
insulin because that was not confirmed by the history. 
Aspiration could have occurred, although there is no 
definite history of it. Because of hypertension, con- 
vulsions, and diabetic vascular disease, I believe that 
death was caused by cerebral hemorrhage, which is 
a common termination of juvenile diabetes. 

In summary, my diagnosis is juvenile diabetes as- 
sociated with complications of nephropathy, neurop- 
athy, retinal separation and diabetic retinopathy. 
Glaucoma, cataracts, skin lesions and _ tuberculosis 
may be other important complications, but these were 
not manifested here. I shall reluctantly rule out tu- 
berculosis because there were no skin tests or x-ray 
findings of it, but it could have explained some of 
the complications seen here. 


CLINICAL DISCUSSION 

Dr. Delp: Thank you, Mr. Olson. What is your 
final diagnosis, Mr. Irvine? 

Mr. Irvine: I believe that death was due to heart 
failure, although hypertensive encephalopathy, uremia 
or cerebral hemorrhage can not be ruled out because 
of the terminal event. 

Dr. Delp: Mr. Nachtigall ? 

Mr. Nachtigall: I believe that pneumonia associ- 
ated with heart failure was the cause of death. 

Dr. Delp: Mr. Tschopp? 

Mr. Tschopp: In my opinion she also died in 
uremia with congestive heart failure. 

Mr. Fendorf: Because of the history of high blood 
pressure a cerebral vascular accident cannot be dis- 
missed; however, she probably died in acute pulmo- 
nary edema. 

Dr. Delp: Do you believe that convulsions could 
have precipitated the acute pulmonary edema? 

Mr. Fendorf: Yes. 

Dr. Delp: Mr. Nachtigall, how do you explain the 
patient’s chest pain? 

Mr. Nachtigall: The pain could have been the 
result of a pulmonary infarct. 

Dr. Delp: Miss Soo? 

Miss Soo: I believe it was pulmonary infarct. 

Dr. Delp: Mr. Irvine? 

Mr. Irvine: Chest pain and generalized tenderness 
are sometimes seen in cases of uremia. 
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Dr. Delp: Mr. Tschopp? 

Mr. Tschopp: Pulmonary embolism is a possi- 
bility. She might also have had a pericarditis because 
of the azotemia. 

Dr. Delp: Mr. Fendorf ? 

Mr. Fendorf: I believe that a pulmonary infarct 
was the cause of her chest pain. 

Dr. Delp: Mr. Olson? 

Mr. Olson: Pulmonary infarct probably caused 
the chest pain. As a diabetic she could have had a 
myocardial infarct, although her age was against that 
diagnosis despite her severe diabetes. She could have 
had tuberculosis which could explain the hemoptysis 
and some of the chest pain. 

Dr. Delp: During the last six to eight weeks of 
her life the patient complained several times of pain 
in the chest and was seen in the emergency room 
with chest pain as the primary complaint. How do you 
explain that, Mr. Irvine? 

Mr. Irvine: Pulmonary hypertension could have 
caused the pain. 

Dr. Delp: How would she have developed pul- 
monaty hypertension ? 

Mr. Irvine: There were indications that there was 
an increased second pulmonic sound which is indic- 
ative of some pulmonary hypertension. The pain may 
have been due to stretching of the bronchial vessels. 

Dr. Delp: Mr. Tschopp? 

Mr. Tschopp: On admission the patient had con- 
siderable enlargement of the heart which was prob- 
ably left ventricular, and that may have been a mani- 
festation of coronary insufficiency. 

Dr. Delp: Mr. Fendorf ? 

Mr. Fendorf: Another possibility could be a neu- 
ritic type of pain due to a diabetic neuropathy. 

Dr. Delp: Is there any predisposition toward the 
development of neuropathy in diabetics? 

Mr. Fendorf: It is a common development in juve- 
nile diabetics. 

Dr. Delp: Are there any observable precipitating 
factors surrounding the development of neuropathy 
in patients with diabetes, Mr. Irvine? 

Mr. Irvine: Twenty-three per cent of diabetic 
patients with glomerulosclerosis develop a diabetic 
neuropathy, but it develops in only five per cent of 
patients without diabetic intercapillary glomerulo- 
sclerosis. 

Dr. Delp: Mr. Tschopp? 

Mr. Tschopp: Malnutrition may be a possibility 
because many of these patients seem to be helped by 
thiamine. 

Dr. Delp: Mr. Nachtigall, can you explain the pa- 
tient’s peculiar disorientation and delirium that was 
manifested for 18 hours before her last admission ? 

Mr. Nachtigall: I believe that it was due to cere- 
bral edema secondary to hypoproteinemia. 

Dr. Delp: Mr. Irvine? 


Mr. Irvine: She could have had cerebral hypoxia, 
or she could also have had encephalopathy due to 
hypertension. 

Mr. Tschopp: I would explain it on the basis of 
uremia. 

Mr. Olson: She may have had some bleeding 
earlier in her course because of her hypertension, 
which is one of several reasons for diabetic patients 
developing delirium and vomiting. 

Dr. Delp: No one has suggested the possibility of 
ammonia intoxication. How do you explain the epis- 
taxis, Mr. Nachtigall ? 

Mr. Nachtigall: I believe hypertension was the 
background for it. 

Dr. Delp: Miss Soo? 

Miss Soo: Uremia may have been the basis for it. 
One theory states that the toxicity of the uremic prod- 
ucts that tend to produce depression of marrow and 
increased capillary permeability is commonly found 
here. 

Mr. Irvine: I believe it was the result of hyper- 
tension or uremia. 

Mr. Tschopp: Hypertension is not a common 
cause of epistaxis but epistaxis is one of its manifesta- 
tions. 

Mr. Fendorf: Patients with damaged kidneys fre- 
quently have increased capillary permeability. 

Mr. Olson: The patient may have been picking at 
her nose. 

Dr. Delp: Trama is probably the most common 
cause of epistaxis. What are your comments, Dr. Mc- 
Kee? 

Dr. McKee: Trauma was definitely the cause of the 
patient’s epistaxis, as she was continually picking at 
her nose. It was questionable whether she was having 
pulmonary emboli, but in the opinion that she prob- 
ably was, a venal caval ligation was considered. On 
her first admission she was markedly anemic. It was 
impossible to increase her blood count, and that may 
have had a great deal to do with her final heart fail- 
ure. The chest x-ray gave evidence of enlargement of 
the heart, and I believe her final episode was the re- 
sult of heart failure. A convulsive death may occur 
from numerous causes. 

Dr. Delp: Dr. Bolinger? 

Dr. Robert Bolinger (internist): The acute epi- 
sodes which the patient had experienced for several 
months were probably all pulmonary edema. She had 
hypoproteinemia and left ventricular failure almost 
the entire time. Apparently these epsiodes of pulmo- 
nary edema were misinterpreted by her mother as 
insulin reactions. Whenever an episode occurred in 
the hospital the mother would remark that the pa- 
tient was having an insulin reaction. The blood sugar 
level was quite high, so I suggest that these episodes 
were typical pulmonary edema, and I believe that 
explains most of her so-called insulin reactions. 
Whether or not she died of uremia is not too well 
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indicated by the findings. A patient dying of uremia 
is usually considered to have a uremic or renal type 
of acidosis. Most of the time our patient’s serum elec- 
trolytes showed a fairly normal acid-base balance and 
were not consistent with a renal acidosis. Her renal 
complications were those of hypertension and albu- 
minuria which resulted in her death. There was good 
reason for the final convulsive episode. She had 
cerebral hypoxia most of the time, and there is the 
possibility that she had a hypoglycemic reaction be- 
cause the blood sugar in that type of patient is usually 
unstable. The decrease in insulin requirement is char- 
acteristic of the late phases of renal disease in dia- 
betes, but the reason is not understood. The laboratory 
evidence suggests that some of the nitrogenous prod- 
ucts may have an effect similar to the synthetic hypo- 
glycemics, and, in that respect, would potentiate insu- 
lin. 

Dr. Delp: In 1956 the patient was seen here in the 
eye clinic where a diagnosis of optic atrophy was 
made. Do you believe that diagnosis was associated 
with the patient’s involvement in an automobile acci- 
dent in which she had become unconscious for two 
weeks ? 

Dr. Bolinger: I can not explain the diagnosis of 
optic atrophy. Rather, her picture was typically that 
of diabetic retinopathy, and there is a possibility that 
she may have been having diabetic retinopathy at 
that time. Cases of diabetic optic neuritis have been 
reported, but they are not common. 

Dr. Delp: There is nothing in the ophthalmol- 
ogist’s report about retinopathy. He did report that 
she had optic atrophy, but there is no description of 
any other lesions in the retina. May we have your 
comments, Dr. Berry? 

Dr. Maxwell Berry (internist): There are various 
theories regarding the development of neuropathy in 
diabetes. One theory involves the use of zinc in the 
preparation of long-acting insulins. That provoked 
criticism because it was believed that zinc in the insu- 
lin was the probable cause of the increased frequency 
of neuropathy. Some clinical investigators report that 
the heavy metal is the cause of the neuropathy. The 
improvement shown by patients treated with dimer- 
caprol and edathmil sodium was believed to be the 
result of the chelation of the heavy metal by the 
drugs. It was believed that these drugs interfered with 
some aspect of the metabolic cycle to the point where 
the central nervous system and the peripheral nerves 
obtained inadequate nutrition. It is my belief that vas- 
cular complications in diabetes are usually the result of 
inefficient and faulty management. However, some 
patients are refractory to management. 

Dr. Delp: Our patient was put on insulin on her 
first admission here in 1946, and she was discharged 
from the hospital under good control. On a subse- 
quent admission the staff made the diagnosis of “char- 
acter disorder,” and that is mentioned only because 
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it could have been a factor in the difficulties encoun- 
tered in managing her diabetes. The patient apparent- 
ly never accepted her diabetes, never learned anything 
about her disease, and never helped to control herself 
or to choose her diet. That was done entirely by her 
mother. 

No one as yet has explained the patient’s pain to 
my satisfaction, and I believe that pain in a 20-year 
old girl requires an explanation. May we have the 
pathology report now, please? 


PATHOLOGICAL REPORT 


Dr. T. J. Fritzlen (resident in pathology): The 
kidney was the organ of major interest, but I will first 
briefly review the other principal findings. There was 
fluid in body cavities in the following amounts: each 
pleural space, 300 ml.; peritoneal space, 500 ml.; 
pericardial space, 50 ml. There was pitting edema of 
the lower extremities and of the sacrum. There was 
slight diffuse atrophy and fibrosis of the pancreas. 
Microscopic sections revealed fairly normal islets and 
severe sclerosis in smaller arteries. There was slight 
hypertrophy of the left ventricle; the heart weighed 
only 315 gm. There was severe acute and chronic 
passive congestion of the lungs with focal hemor- 
rhages in small areas of acute pneumonitis. There 
were no pulmonary emboli or recent or old pulmonary 
infarctions. There was focal atrophy in the occipital 
and frontal areas of the brain. The eyes were not 
examined, but there was demyelinization of optic 
nerve fibers in the region of the chiasma. There were 
no areas of cerebral hemorrhage, or old or recent in- 
farcts. There was simple cerebral atrophy, probably 
best explained on the basis of the head injury two 
years before death. There were large thickened inti- 
mal plaques in the aorta, and there was moderate 
intimal thickening in the coronary, cerebral, renal and 
mesenteric arteries. There were no grossly discernible 
areas of vascular occlusion or of marked narrowing. 
There was hyperplasia of the parathyroids and mod- 
erately advanced osteoporosis. There was an inci- 
dental finding of inactive and well calcified foci of 
histoplasmosis in pulmonary and hilar lymph nodes. 

The gross examination of the kidneys showed a 
fairly smooth cortical surface without large scars. The 
cortices were only slightly thinned, to 4 to 5 mm. 
The only definite abnormality was an increased granu- 
larity of the cortices on section. The medullae were 
normal. 

Microscopic examination of the kidneys (Figures 
3 and 4) showed in the cortex tubular hyperplasia 
and dilatation, alternating with areas of atrophy and 
fibrosis. Some of the dilated tubules contained colloid 
casts. Every glomerulus showed evidence of disease 
and none of them were anatomically normal. The 
most common findings in the glomeruli were thicken- 
ing of both the endothelial and epithelial layers of the 
capillary loops. Many showed extensive adhesions to 
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Figure 3. Photomicrograph illustrating multiple nodu- 
lar hyaline thickening of the glomerular tufts. 


Bowman's capsule with formation of ‘pseudo tubules” 
and epithelial crusts. Often these changes had pro- 
gressed to complete fibrosis and hyalinization of glo- 
meruli. There was occasional slight periglomerular 
fibrosis. So-called “‘hyaline-balls” or hyaline deposits 
in glomeruli were not found although many sections 
were examined and several special stains were used. 
Capillaries in relatively intact glomeruli often showed 
irregular aneurysmal dilatation. The arterioles had 
fairly advanced degrees of intimal thickening but did 
not show necrosis or other changes consistent with 
a malignant phase of hypertension. The tubular epi- 
thelium showed no specific abnormality. The medul- 
lae and papillae were intact, and there was no signifi- 
cant evidence of acute or chronic pyelonephritis. 

Dr. Klionsky will discuss the significance of the 
autopsy findings. 

Dr. Bernard Klionsky (pathologist): The major 
problem presented by this case clinically and patho- 
logically is the differential diagnosis of the etiology 
of the nephrotic syndrome in a young patient with 
diabetes mellitus of long standing. 

The pathologist has, in some respects, an easier 
problem than the clinician because such lesions as 
amyloidosis and renal vein thrombosis can be readily 
excluded and because morphologic criteria may be 
more exact than statistical ones. In this patient, the 
morphologic finding is of diffuse glomerulosclerosis. 
The problem is to distinguish between diabetic glo- 
metulosclerosis and glomerulonephritis. 


The lesion now called diabetic glomerulosclerosis 
was first described by Kimmelstiel and Wilson in 
1936.4 They observed round, acellular hyaline masses 
in the periphery of the glomeruli of patients with 
long standing diabetes, hypertension and the ne- 
phrotic syndrome. The nodular masses are believed to 
obstruct the glomerular capillary, which dilates proxi- 
mally, thereby permitting capillary leakage and result- 
ant albuminuria. The nodular obstructive lesion in the 
glomerular tuft produces an elevation of the pe- 
ripheral vascular resistance thereby producing hyper- 
tension. The initial observations have been repeatedly 
confirmed. Some confusion has arisen because the 
eponym has been applied to both the pathologic lesion 
in the glomerulus and to the resulting clinical ne- 
phrotic syndrome. Although the presence of isolated 
or multiple examples of the classic glomerular lesion 
is reported in 30 to 70 per cent of diabetic patients 
at autopsy, 57 only about 10 per cent have involve- 
ment of sufficient numbers of glomeruli to produce 
the fully developed clinical syndrome. In approxi- 
mately one-third of the patients in whom diabetic 
glomerulosclerosis is diagnosed clinically the autopsy 
reveals a different etiology of the nephrotic syn- 
drome.®» ® On the other hand, the process is more 
often missed than it is misdiagnosed. 

The incidence of this syndrome tends to parallel 
the frequency and duration of diabetes in any sex 


Figure 4. Photomicrograph demonstrating multiple 
focal adhesions between the glomerular tufts and Bow- 
man’s capsule. Pseudo-tubular proliferation of capsular 
epitheliums is present. 
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Transportation and Emergency Splinting of the Injured. 
Early Management of Laryngeal and Tracheal Trauma. 
Injuries to the Thoracic Wall and Diaphragm. 

Plastic Surgery of the Injured Extremity. 

Management of Open Fractures. i 
Recognition and Treatment of Peripheral Nerve Injuries. 
Diagnosis and Treatment of Bladder and Urethral Injuries. 
Management of Common Minor Injuries of the Hand. 
Initial Treatment of Facial Injuries. 

Techniques for Relief of Pain of Incurable Cancer. 
Regional Perfusion With Carcinocidal Drugs. 

Pelvic Exenteration: Indications and Results. 
Management of Ulcerative Colitis. 

R ition and Treament of Tumors of the Adrenal. 
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Operations for Cancer of the Rectum: The Pull-Through Operation, 
ransabdominal Resection, Combined Abdomino-Perineal Resection. 

Present Indications for Surgical Treatment for Diseases of the Thyroid. 

Roentgen Diagnosis of Abdominal Masses. 

Soft Tissue Tumors of the Extremities. 

Peripheral Arteriography. 
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Hemorrhoidectomy, Cryptotomy, Anal Fissurectomy and Fistulectomy. 

The Ileostomy and Colostomy. 

Urinary Tract Diversion Techniques. sony, 

Oliguria and Anuria: Diet and Fluid Regulation, The Artificial 
Kidney, Peritoneal Dialysis. 

The Problems and Promises of Organ Substitution: Replacement of 
the Heart. 

The Repair of Cardiac Defects. 


In addition, a Case Analysis Clinic will be presented each day, and 
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surpassed “general-purpose” steroid outstanding “special- yurpose” therapy 


in allergic respiratory disorders 


Aristocort 


Triamcinolone LEDERLE 


UNSURPASSED “‘GENERAL-PURPOSE” STEROID 
OUTSTANDING FOR “‘SPECIAL-PURPOSE” THERAPY 


ARISTOCORT Triamcinolone has long since proved its unsurpassed efficacy and 
relative safety in treating allergic respiratory disorders, including bronchial 
asthma. Clinical evidence has now shown that ARISTOCORT is also highly valuable 
for “special-problem” patients — asthmatic and others— who, because of certain 
complications, were hitherto considered poor candidates for corticosteroids. 


for example: 
PATIENTS WITH IMPENDING CARDIAC DECOMPENSATION 
In contrast to most of its congeners, ARISTOCORT is not contraindicated when 
edema is present or when cardiac decompensation impends.! 


PATIENTS WITH EMOTIONAL AND NERVOUS DISORDERS 
Triamcinolone did not produce psychic disturbances or insomnia.? 


PATIENTS WHOSE APPETITES SHOULD NOT BE STIMULATED 

Among patients treated with ARISTOCORT, there was less appetite stimulation, 
especially in those who had previously gained weight on long-term therapy 
with other steroids. 


PATIENTS WITH HYPERTENSION 
There was no blood pressure increase in any patient treated for bronchial 
asthma, and in some, blood pressure fell. Of these, three had been hypertensive.* 
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or age group. The duration of diabetes is usually pro- 
longed, ordinarily about 10 to 15 years. The syndrome 
is apparently unrelated to the severity of diabetes and 
may occur as a presenting complaint in individuals 
in whom clinical diabetes has not previously been 
recognized.1; 5 

The classic lesion provides at the present time the 
single best morphologic criterion for the diagnosis 
of diabetes. It is present more frequently and more 
prominently than is fibrosis and hyalinization of the 
islets of Langerhans in the pancreas. 

The nodular peripheral hyaline ball of diabetic 
glomerulosclerosis must be differentiated from the 
similar appearing nodular lesion of membranous 
glomerulonephritis, Ellis type 1.3 Differentiation is 
made on the basis that the glomerulonephritic lesion, 
as in this patient, is diffuse and involves all glomeruli. 
The silver stain, as Dr. Fritzlen has indicated, shows 
a concentric laminar pattern within the diabetic lesion, 
but a haphazard arrangement of reticulum fibers in 
the nodule of membranous glomerulonephritis. In 
this patient we interpret the morphologic evidence 
as favoring a diagnosis of chronic glomerulonephritis. 

The similarity of the glomerular lesions in different 
diseases which result in the nephrotic syndrome re- 
flects the basic similarity of the processes and the 
relatively limited patterns of histologic reaction to 
injury. The application of renal biopsies and of elec- 
tron microscopy to the study of human renal disease 
is beginning to provide a better understanding of the 
pathogenesis of the various entities which lead to the 
nephrotic syndrome and to the pathogenesis of the 
disease. § Electron micrographs of normal glomeruli 
illustrate the mechanism of normal glomerular filtra- 
tion. The endothelial cell has a permeable cytoplasm 
with multiple fenestrations. The basement membrane 
is 600 to 700 Angstrom units thick and may be the 
ultimate glomerular filter. The processes of the epi- 
thelial cells are called podocytes, the tips of which 
rest on the basement membrane. Podocytes of one 
epithelial cell may interdigitate with those of adjacent 
cells in such a way that the distance between them is 
about 70 microns. The current theories for the patho- 
genesis of the nephrotic syndrome demonstrate loss, 
thickening or destruction of the basement membrane 
or disruption of the podocytes with loss of the normal 
interdigitation. Either of these mechanisms would 
permit abnormal filtration of material from the glo- 
merular capillary into Bowman's space. In glomeru- 
lonephritis such lesions have been demonstrated with 
fragmentation of the basement membrane permitting 
occasional direct apposition of endothelial and epi- 
thelial cells. 

I believe and hope that the future will bring a 
clearer definition of the pathogenesis of the nephrotic 
syndrome and of the differences between glomerulone- 
phritis and diabetic glomerulosclerosis on the basis of 
renal biopsy studies and electron microscopic studies. 


Dr. Delp: Did the patient have any pulmonary 
emboli ? 

Dr. Klinosky: No, she did not. She did, however, 
have within her lungs areas of focal subpleural hemor- 
thage which may have resulted in hemoptysis and 
focal pleuritis, thus mimicking the signs of pulmonary 
embolism. This lesion, frequently seen at autopsy in 
patients with uremia or with mitral stenosis, is fre- 
quently diagnosed clinically as pulmonary embolism. 


SUMMARY 


Dr. Delp: Kimmelstiel-Wilson’s disease has always 
been a pathological diagnosis, but for some reason 
it has so captured the fancy of clinicians that they 
insist upon using the term and so often inappropri- 
ately as here. 

Such features as juvenile diabetes mellitus with its 
notorious difficulty in control, duration of the disease, 
and manifestations of retinopathy, neuropathy, al- 
buminuria, hypertension, edema and azotemia all 
point to a nephropathy, but the variety could be re- 
vealed only by tissue studies. 

It must be assumed that this patient’s episodes of 
pain were a part of the episodes of heart failure and 
pulmonary edema. An interesting feature of rheu- 
matic mitral stenosis, particularly in young women, is 
recurrent precordial and chest pain seen in impending 
or full-blown pulmonary edema. Both dilatation of 
the pulmonary artery and distention of the atrium 
have been implicated in the explanation of its patho- 
genesis. 


Pathological Anatomical Diagnosis 


Diffuse atrophy and focal fibrosis of the pancreas. 

Chronic glomerulonephritis. 

Hypertrophy of heart, predominantly of left ven- 
tricle. 

Atherosclerosis of renal arteries and of the aorta 
and the cerebral, coronary, splenic and mesenteric 
arteries, moderate. 
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Radiology 


Edited by COLVIN AGNEW, M.D., Kansas City 


Radiologic Description 


There is severe destruction of the intervertebral 
discs with invasion of the cancellous bone of lumbar 
vertebral bodies one and two, and involvement of 
the supporting compacta. The lesion has spread into 
adjacent soft tissues producing a necrotizing abscess 
with calcium precipitation. These bulges have dis- 
placed the kidneys and by destruction of the disc and 
bone, produce some distortion of the spinal curve 
and slight shortening of stature. 


Case History 


Forty-four-year-old negro housewife who was ad- 
mitted with the chief complaint of backache of two 
years duration. 

Over the vertebral column, the soreness centered 
at about T-12. There is no history of trauma or acute 
onset. Indeed, the backache had a very insidious on- 
set. Pain is described in both flanks which radiates 
into the lower abdomen. Six months before the pres- 
ent admission pain was present in both legs. 

A positive history for chills, fever, sweats or 
malaise could not be elicited. There was no weight 
loss. There has been no muscle weakness, paralysis, 


Case of the Month 


or sensory changes. There is no history of tubercu- 
losis, cancer, or cardio-vascular disease. One brother 
has diabetes. 

Physical examination: Abdominal examination. 
There were no abdominal organs felt. Pelvic exami- 
nation revealed a left lower quadrant mass with a 
mid-line multi-nodular mass and questionable left 
lower flank mass. There was a questionable mass in- 
volving the left ovary, and there was a positive im- 
pression of a multinodular mass in the fundus of 
the uterus. Clinical impression was a myoma of the 
uterus. 

Intravenous pyelograms which were made prior to 
the proposed hysterectomy revealed the real reason 
for the backache. The patient was transferred to the 
Orthopedic Service, and has subsequently had a 
spinal fusion. 


Discussion 


Tuberculous spondylitis in the past has been an 
important problem in medicine, especially ortho- 
pedics. The incidence of this disease is very low in 
the United States. Tuberculosis of the spine develops 
in the spine joint synovia and spreads into the disc 


Left: The initial excretory pyelogram reveals chronic disease of the lumbar spine with more displacement of the 


right than the left kidney. Right: The lateral lumbar spine subsequently revealed how extensive the destruction 


has been. 2 
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to involve eventually contiguous cancellous bone and 
the central portion of the vertebral bodies. Although 
the lungs are the most probable portal of entry, 
many patients have normal chest x-rays. 

Maeder, quoted by Schinz, estimated the latent 
development period of tuberculous spondylitis for 
such clinical symptoms as back pains, spinal curva- 
ture, and abscess formation to be spread over a three 
and one-half to twenty-one month period, with most 
cases falling between six and twelve months. Thus, 
this patient may well have had tuberculosis for longer 
than the two-year period of backache. Anatomically 
the destruction is somewhat more marked in the an- 
terior portion of vertebral bodies. This produces a 
dorsal angulation or a kyphosis. A compensatory 
angulation may develop. It has been suggested that 
these angulations produce muscle spasm and it may 
account for the back pain. 

Tuberculous arthritis and osteomyelitis has been a 
very serious disease and its positive diagnosis in early 
stages is fraught with difficulty. Many false concep- 
tions exist concerning diagnostic accuracy. The dem- 
onstration of an infectious focus depends upon the 
size of a lesion in relation to its adjacent structures. 
Thus in the lung it is often possible to recognize 
small, and presumably early tuberculous lesions. How- 
ever, tuberculous arthritis and spondylitis may take 
months before the earliest roentgen changes may be 
perceived. Therefore, serial examination at shorter or 
longer intervals may be necessary to establish the 
diagnosis. 


In the more advanced stage of the disease such as 
exhibited by this patient, there is very little confusion 
as to the diagnosis. Other fungal infections may pro- 
duce somewhat similar bone lesions. Although even 
rarer than tuberculosis, actinomycosis, coccidioido- 
mycosis, blastomycosis, and sporotrichosis, have 
been reported involving bone. Their radiologic ap- 
pearance may be very little different. Often, there is 
more soft tissue involvement. 

Osteomyelitis of the spine caused by Staphylococcus 
aureus and Pseudomonas may be expected to show 
reactive sclerosis and periosteal reaction since these 
are both rather rare or entirely lacking in tuberculous 
spondylitis. Metastatic neoplasm may pose a prob- 
lem in differential diagnosis. The cardinal point to 
distinguish secondary bone neoplasm from tubercu- 
lous spondylitis is the destruction of vertebral bodies 
without intervertebral disc involvement. 
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> Drive at a speed that will enable you to 
stop in the assured clear distance ahead. 


ATT ACK > Slow down before you get to curves and 


intersections. 


On Traffic > At night, drive at the speed which will 


let you stop within your headlight range. 


Accidents > Drive with traffic. You are probably going 


too fast if you are passing many cars— 
too slow if many are passing you. Where 
children are playing, be able to stop in 
a car length or less. 


When you're tired or inattentive, stop. 


‘ 
| 
4 
| 
a 
i] 
| 
| 
i 
| 
| 


THESIS 


Micrococcus Pyogenes (Staphylococcus Aureus ) 
Carriers in a Student Nurse Population 


THOMAS R. BLAIR, M.D. 


RECENT OUTBREAKS of antibiotic resistant staphylo- 
coccal infections in hospitals have reached epidemic 
proportions. The serious consequences of these in- 
fections have stimulated new interest in their epi- 
demiology. Staphylococcal typing by the bacteriophage 
technique has shown that certain strains are more 
resistant to antimicrobial therapy. This knowledge has 
further stimulated interest ir. phage typing of staphy- 
lococci isolated during epidemics. 

This study was undertaken to determine the inci- 
dence of Staphylococcus aureus on routine culture 
among student nurses at the University of Kansas 
Medical Center. Because phage type 80,81 has been 
cited as the epidemic strain in staphylococcal infec- 
tions in this hospital, the incidence of this strain 
cultured from the student nurses was determined. 


Method 


During a four week period in June and July, 1958, 
nose and throat cultures were obtained from the stu- 
dent nurses at the Kansas University Medical Center. 
This group consisted of 103 students who were re- 
ceiving their training in the hospital at the time. 

Cotton swabs were used to obtain cultures from 
the nose and tonsilar areas. The swabs were streaked 


This is one of a group of theses written by fourth year 
students at the University of Kansas School of Medicine, 
selected for publication by the Editorial Board from a group 
judged to be best by the faculty at the school. Dr. Blair 
is now at the Tripler Army Hospital in Honolulu, Hawaii. 


onto Difco’s Staphylococcus 110 agar within a few 
hours. The media was then incubated at 37°C. for 
43-48 hours. Characteristic gold colonies of Staphy- 
lococcus aureus were selected and inoculated into 
trypticase soy broth. The broth was incubated at 37°C. 
for 18-24 hours. 

From this broth culture, .3 cc was combined with 
.3 cc of coagulase plasma and incubated in a water 
bath at 37°C. After three hours, the tubes were read 
for coagulase activity. 

All coagulase positive staphylococcal cultures were 
then tested for hemolysis, mannitol fermentation, and 
antibiotic sensitivity. 

Hemolysis was tested by streaking material from 
the trypticase soy broth culture onto blood agar and 
incubating for 18-24 hours. Any clear area around 
the staphylococcal growth indicated hemolysis. 

Test tubes containing 3 cc of mannitol broth with 
indicator (brom cresol purple) were inoculated from 
the broth culture. A change of color of the solution 
from purple to yellow in 24-36 hours at 37°C. indi- 
cated mannitol fermentation. 

To determine antibiotic sensitivity, cotton swabs 
of the trypticase soy broth culture of staphylococcus 
were streaked onto nutrient agar plates. Multidiscs 
of the following nine antibiotics were placed on the 
agar and incubated 18-24 hours. (Aureomycin 10 
mcg., erythromycin 10 mcg., Oleandomycin 5 mcg., 
tetracycline 10 mcg., streptomycin 10 mcg., Terramy- 
cin 10 mcg., penicillin 1.5 v., novobiocin 5 mcg., and 
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chloramphenicol 10 mcg.) Any clear zone around an 
antibiotic disc was considered to indicate sensitivity 
of the staphylococcus to that antibiotic. 

All coagulase positive staphylococci were also inoc- 
ulated onto trypticase soy agar slants and incubated 
18-24 hours. These slants were sent to the Kansas 
State Board of Health, Division of Public Health 
Laboratories, Topeka, Kansas, for bacteriophage typ- 
ing of the staphylococci. 


Results 


The student nurses were cultured on three occasions 
during a four week period. From the 103 nurses, a 
total of 570 nose and throat cultures were obtained. 
One hundred two nurses were cultured the first time. 
Two weeks later, 89 nurses were cultured, including 
one that had not been cultured the first time. After 
another two week interval, 94 nurses were cultured. 
All of these had been cultured at least once previously. 

Of the 570 cultures obtained, 216 showed growth 
of Staphylococcus aureus, of which 195 were coag- 
ulase positive. One hundred fourteen of the coagulase 
positive staphylococci were from the throat, and 81 
were from the nose. 

Table 1 shows the number of nurses that carried 


TABLE 1 


CARRIERS OF COAGULASE POSITIVE 
STAPHYLOCOCCUS AUREUS 


June24 July8 July 22 


No. cultured ...... 102 89 94 
Carriers coagulase 

positive staphylococci 

nose and/or throat 57(56%) 44(49%) 54(57%) 


coagulase positive Staphylococcus aureus in the nose 
and/or throat on each of the three occasions when 
cultures were obtained. 

Thirty-four nurses were not carriers of a coagulase 
positive staphylococcus at any time during the period 
of study. Fourteen were carriers on one occasion, 29 
were carriers on two occasions, and 27 were carriers 
on all three occasions. 

A good correlation between coagulase activity, 
hemolysis, and mannitol fermentation was found. Of 
the 195 coagulase positive staphylococci, only 11 
showed no hemolysis on blood agar, and only 4 
failed to ferment mannitol. 

Antibiotic sensitivity patterns of the coagulase 
positive staphylococci obtained are seen in Table 2. 

Of the 103 nursing students cultured at least one 


TABLE 2 


ANTIBIOTIC SENSITIVITIES OF COAGULASE 
POSITIVE STAPHYLOCOCCI 


Sensitive to all* ............ 75 
c. To novobiocin ......... 


* A—Aureomycin, E—erythromycin, O—oleandomycin, 
Te—tetracycline, S—streptomycin, T—Terramycin, P—peni- 
cillin, NV—novobiocin, C—chloramphenicol. 


time, 8 (8 per cent) were found at one time or 
another to be carrying a phage type 80,81 staphy- 
lococcus. Subsequent cultures were obtained from 7 
of these nurses to determine if an 80,81 type could 
again be found. Results are seen in Table 3. 


Discussion 


Sylvester and Grundy found the incidence of 
Staphylococcus aureus carriers among professional 
personnel of four hospitals to range between 20-31 
per cent. Lepper et al. reported that at any one time, 
approximately 25 per cent of hospital personnel car- 
ried coagulase positive staphylococci. Hutchinson re- 
ports the single swab carriage rate among nurses to be 
about 45 per cent. In the present study, 49 to 57 per 
cent were found to carry coagulase positive staphy- 
lococci at any one time. 

The most common antibiotic sensitivity pattern of 
the 195 coagulase positive staphylococci cultured in 
this study was the group resistant to penicillin but 
sensitive to all of the other antibiotics tested. Eighty- 
three (43 per cent) cultures were in this group. 
Seventy-five (33 per cent) were found to be sen- 
sitive to all antibiotics tested. The third most com- 
mon pattern was the group resistant to Aureomycin, 
tetracycline, streptomycin, Terramycin, and penicillin. 
Twenty-six (13 per cent) cultures were in this group. 
There were no staphylococci resistant to erythromycin 
or chloramphenicol. 

There was low incidence (8 per cent) of nurses 
carrying the epidemic strain (phage type 80,81). Of 
the 8 nurses in this group, 2 (nurses number 4 and 7, 
Table 3) might be possible persistent carriers. Hutch- 
inson found nurses that harbored the same phage 
strain of staphylococcus on repeated cultures for nine 
weeks to over ten months. He termed these nurses 
persistent carriers. Others were found to acquire and 
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TABLE 3 
POSITIVE CULTURES OF PHAGE TYPE 80,81 FROM 8 STUDENT NURSES 
Nurse 1st 2nd 3rd 4th Sth 
_ culture culture culture culture culture 
2 *N — — 
4 *N *N, T ¥*N, T *N not 
cultured 
5 — *N, T *N *N — 
6 *T not 
cultured 
7 *N *¥N *¥N — 
8 *T not not not not 
cultured cultured cultured cultured 


* Positive culture N—nose, T—throat 


lose strains frequently. These nurses he called, tem- 
porary carriers. The 2 nurses that carried the 80,81 
staphylococcus in this study on four cultures can only 
be considered possible persistent carriers because the 
period of study was not long enough to establish 
them as definite persistent carriers. These 2 nurses 
received no antibiotic treatment during the period of 
study. 

Of the other 6 nurses who converted from 80,81 
at one time or another, it is known that 2 did not 
receive antibiotic treatment during the study. No 
records are available for the other 4 nurses. 


Summary and Conclusions 


Five hundred seventy nose and throat cultures were 
obtained from 103 student nurses during a four week 
period. The incidence of culture of coagulase positive 
staphylococci was found to be from 49 to 57 per cent. 

Of the 103 nurses, 8 were found to be occasional 
carriers of the epidemic phage type 80,81. Two of 
these 8 showed persistence of the 80,81 staphylo- 
coccus on subsequent cultures, and might be possible 
persistent carriers. 

Editor's Note; References may be obtained by writing the 


JOURNAL OF THE KANSAS MEDICAL SociETy, 315 W. 4th 
Street, Topeka, Kansas. 
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readers who were left wondering. 


A LAYMAN LOOKS AT THE PRACTICE OF MEDICINE 
We forgot to mention anything about Robert I. Peele, the author of ‘‘A Layman 
Looks at the Practise of Medicine” which appeared on Page 144 of the April issue 


Mr. Peele is Advertising Director of the Topeka Capital-Journal in Topeka, 
Kansas. This article was first presented at the Saturday Night Literary Club of 


The JOURNAL wishes to express sincere apologies to Mr. Peele as well as to its 
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The President’s Message 


Dear Doctor: 


For several years I have been absorbing knowledge 
as to the problems of Medicine in Kansas, in attending 
meetings of Kansas Medical Society Committees, meetings 
of the Council and of the Executive Committee, holding 
junior offices, and in serving 3 years as a member of the 
Board of Blue Shield. I hope all this has helped, for 
now in assuming the Presidency of the Kansas Medical 
Society, I am feeling very humble, and that much more 
knowledge and capability would be needful to enable me 
to do all I want to do for our Society. I shall serve you 
to the best of my ability at all times, and am very thankful 
that through the years so many of you have become 
good trusted friends. I am grateful to you for your ready 
acceptance of Committee assignments, and feel that we 
have a fine set-up that should facilitate widening the 
Society's effectiveness in improving our conditions of 
practice. 

It is my idea that we should do all we can to continue 
and improve our Postgraduate Instruction Program, 
run so effectively in conjunction with our Medical School ; 
working on improvements as we see new horizons in 
that area. 

I am convinced that those in the aging population want 
what they want, and don’t want somebody else telling 
them what they need and what they are going to get, 
so of course, I favor the Kerr-Mills Bill, already passed 
and am very sorry our State Legislature did not enact 
legislation permitting Kansas participation. I sincerely 
hope the King-Administration Bill will fail to pass, and 
believe time will show the adequacy of the Kerr-Mills 
Bill. It still needs active backing in Kansas. 

There are many other problems before us. We will do 
our best. 


Fraternally yours, 


\ 


President 
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COMMENT 


The 1961 Kansas Legislature passed the following 
bill to protect certain scientific studies from irre- 
sponsible law suits. It was thought this would be of 
interest to the members of the Society. 

SECTION 1. The term “data” as used in this act 
shall be construed to include all facts, information, 
records of interviews, written reports, statements, 
notes, or memoranda secured in connection with an 
authorized medical research study. The state board 
of health may authorize the state health officer to 
receive data secured in connection with medical re- 
search studies conducted for the purpose of reducing 
morbidity or mortality from maternal, perinatal and 
anesthetic causes. Such studies may be conducted by 
the state health officer and his staff or by the state 
health officer jointly with other qualified persons, 
agencies or organizations. Where authorization to 
conduct such a study is granted by the state board of 
health, all data voluntarily made available to the state 
health officer in connection with such study shall be 
treated as confidential and shall be used solely for 
purposes of medical research. Research files and 
opinions expressed upon the evidence found in such 
research shall not be admissible as evidence in any 
action in any court or before any other tribunal: Pro- 
vided, however, That any statistics or tables resulting 
from such data shall be admissible as evidence: Pro- 
vided, That this act shall not affect the right of any 
patient or his guardians, representatives or heirs to 
require hospitals, physicians, sanatoriums, rest homes, 
nursing homes or other persons or agencies to furnish 
his hospital record to his representatives upon written 
authorization, or the admissibility in evidence thereof. 
No employee of the state board of health shall in- 
terview any patient named in any such report, nor 
any relative of any such patient: Provided, That noth- 
ing in this act shall prohibit the publication by the 
state health officer or a duly authorized co-operating 
person, agency or organization, of final reports or 


Confidential Studies 


Statistical compilations derived from morbidity or 
mortality studies, which reports or compilations do 
not identify individuals, associations, corporations or 
institutions which were the subjects of such studies, 
or reveal sources of information. 

SECTION 2. The furnishing of data to the state 
health officer or his authorized representative, or to 
any other co-operating agency in such medical research 
study, shall not make any physician, hospital, sana- 
torium, rest home, nursing home or other persons or 
agency furnishing such data, subject to any action for 
damages or other relief. 

SECTION 3. Any disclosure of data in violation of 
the provisions of this act shall be a misdemeanor and 
punishable as such. Nothing herein contained shall be 
construed as conferring upon the state health officer 
the power to demand or require that any physician or 
other person furnish any data other than as may be 
expressly required by law. 

SECTION 4. This act shall take effect and be in 
force from and after its publication in the statute 
book. 

CLyDE HILL, Chairman 


Automobile Safety Belts 


The American Medical Association, the American 
College of Surgeons and many other organizations 
have cooperated with the National Safety Council in 
an effort to interest a wider public use of automobile 
safety belts. The Consumers Union, publisher of 
Consumer Reports, announces this effort is meeting 
with some success in that the automobile manufactur- 
ers have agreed to provide built-in attachment points 
for safety belts in their 1962 automobiles. This, it is 
hoped, will provide an impetus to the public ac- 
ceptance of safety belts. 

Publicity given this subject, as is so often true, 
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tends to mislead, and this fact is discussed by the 
Consumers Union as an ultimate reversal of the public 
opinion intended. Announcements have been made 
that through the use of safety belts a reduction in 
automobile deaths can expect to achieve a figure of 
50 per cent. Some even suggest a higher percentage 
than this. 

The problem is not that simple. The figure was 
arrived at through taking the number of automobile 
deaths of last year which was 38,000, and by dividing 
them in half, the suggestion is implied that 19,000 
lives can be saved. These optimistic statistics do not 
look at some of the facts in the case. There were out 
of the 38,000 casualties about 16,000 deaths resulting 
from the part played by pedestrians, bicyclists and 
occupants of trucks and busses. They would not be 
affected even if every automobile were equipped with 
safety belts. Furthermore, the automobile manu- 
facturers agreed only to provide the attachment points 
for seat belts, and then only for the 1962 automobiles. 
This means the purchaser will still have to supply the 
belts and, of course, have them in use at the time the 
accident occurs. Even if every purchaser of a 1962 
automobile adds safety belts and uses them each mile 
he travels, by the close of the manufacture period for 
that year, there will only be 10 per cent of the total 
vehicles on the highways included in this figure. So 
instead of the optimistic figure of the saving of 50 
per cent of the fatalities, the figures probably should 
read 5 per cent. 

This is all to the good except the public is apt to 
become discouraged if there is no dramatic improve- 
ment in the statistics. Therefore, it appears appropriate 
at this time to advise the public that the publicity is 
not founded upon actual fact and that this step to- 
ward a future improvement can only mark a begin- 
ning of a result that should increase in effectiveness. 

Moreover, it has never been established with suf- 
ficient statistical evidence as to the exact percentage 
of life saving that occurs in the use of safety belts. 
It seems adequately established that there is a benefit, 
but the Automotive Crash Injury Research, performed 
at Cornell University, with the large amount of data 
assembled there, has only a small number of cases for 
statistical comparison. 

Consumers Union recommends the public be ad- 
vised through all responsible organizations and in- 
dividuals who appreciate the value of seat belts that 
drivers of automobiles should install seat belts in all 
cars, and not only the new cars, and that they should 
be used whenever the automobile is in operation. It 
is further recommended that a more accurate state- 
ment is made giving in realistic terms the degree of 
improvement that can be expected from this use. And, 
finally, it is recommended that the public be educated 


to recognize the role it must play in determining the 
size of improvement to be made through this use. 


Cost of Prescriptions 


Since the federal government investigated the 
pharmaceutical industry, it is quite natural that the 
industry itself should intensify its campaign to enlist 
public support of its position. A number of interesting 
articles and pamphlets have appeared on this subject 
giving both statistical and philosophical argument to 
the case of individual enterprise as practiced in 
America. 

The Pharmaceutical Manufacturers Association, 
1411 K Street, NW, Washington 5, D. C., prepared 
a 36-page pamphlet giving graphs to support its 
argument that the American way of producing phar- 
maceuticals is preferable to that of other ideologies. 
This pamphlet should be of interest to the medical 
profession and may be obtained by writing the above 
address. It cites the dramatic reduction of deaths 
from a significant number of diseases and explains 
that research of the drug industry, leading to the de- 
velopment of more effective pharmaceutical products, 
has contributed to this benefit. It states the drug in- 
dustry in 1958 spent $170,000,000 in research. This 
research was financed through drug industry sales. 
They further break down the fact that 114,600 dif- 
ferent substances were tested in laboratories in that 
year. This tremendous effort places the United States 
far in the lead in drug research throughout the world. 
In the twenty years between 1939 and 1959 the 
United States produced at least thirty-five important 
new drugs; Germany—14 ; Switzerland—7 ; France— 
3. 

This pamphlet states that 44 per cent of all industry 
profits went back into industry, most of it in research. 
According to their statement, the drugs available to- 
day represent no increase in the percentage of the 
cost of health care from the less effective drugs used 
in 1930. Today, according to their figures, 19.9 cents 
of the health care dollar is spent on drugs. In 1930 
it was 20 cents of every dollar. 

Many items represent a greater outlay of American 
money than drugs. Quoting the United States De- 
partment of Commerce, Americans spent 3.3 billion 
dollars on drugs and sundries in 1958. In that same 
year, at least seven other categories of expenditures 
ranked higher. Food and tobacco sales accounted for 
an expenditure of 83 billion dollars. Household op- 
erations were next. Transportation represented an 
outlay of 33.6 billion dollars. Then came clothing, 
recreation and next medical care exclusive of drugs 
listed at 13 billion dollars. 
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Their argument is that America benefits from the 
competitive profit system in drugs. This same argu- 
ment is propounded in a publication prepared by the 
Smith Kline and French Laboratories on the subject 
of brand name. It is their estimate that if physicians 
used generic names the saving to the purchaser would 
be about one cent a tablet, but this would be ac- 
companied with a gamble. There is a wide variation 
in the presence of active ingredients in various com- 
pounds purporting to equal, but even this is no more 
important than the solutions or other properties con- 
tained with the active ingredient which vary as widely. 
The argument is that generic identity cannot assure 
therapeutic equivalents. As drug products become in- 
creasingly complex, the possibilities for product to 
product differences multiply. 

This laboratory reports a typical testing program 
for a new drug prior to its public use and estimates 
there are from 830 to 1,170 separate, quality-con- 
trolled checks on each product. The value of a drug to 
its eventual user depends upon the integrity of the 
manufacturer, and on that basis, this company hopes 
physicians will continue to use drugs produced by 
companies in which the physician has confidence. 

It is certain above statements taken from two of 
the recent publications on this subject do not repre- 
sent the final answer to this complex and difficult 
problem. It is certain that somewhere through the 
further exploration of this field there will come a 
way to insure the public that the pharmaceutical prod- 
ucts recommended by the physician contain exactly 
what the physician intends and that the price for such 
would be in keeping with their cost. In the mean- 
time, it appears more necessary than ever that the 
physician and the pharmacist understand the difficult 
situation imposed at the present time and that these 
two professions find a means for closer cooperation 
than ever before in the public interest. 


Traffic Deaths 


Much publicity is properly given the enormous 
problem of traffic deaths. These are often listed 
locally for the State of Kansas and then compared 
with the nation as a whole. Recently, however, a 
map of the United States, with some information on 
each state, was published in the Journal of American 
Insurance which lists the official motor vehicle deaths 
by states for the year 1959. In this map, some quick 
facts are easily established. 

Different colors are given to four separate cate- 
gories. There are, for example, 13 states which in 
1959 had a death rate of less than five for every 
one hundred million vehicle miles travelled. Seven- 
teen states ranged between five and under six. Nine 
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states fell in the category of six to less than seven. 
Nine states had seven or more deaths per 100 million 
miles travelled. The over-all rate for the United 
States was 5.4. Kansas stood at 5.7. 

There is, of course, a state by state variation, but 
in general terms, the northeastern quarter of the 
United States presents the best safety record, with 
the State of Connecticut having the lowest traffic 
fatality figure of 2.6. With the exception of the State 
of Washington, all states in this nation with a fatal- 
ity rate of less than 5 fall in the northeastern quarter 
of this country. The seventeen states ranging in the 
category of five to under six deaths per 100 million 
miles appear as a solid block of central states, with 
a few scattered in other areas. Beginning with Indi- 
ana and travelling west through Utah, north to Wis- 
consin and south to Texas, almost every state falls 
within this category. Among these, Kansas is next to 
Oklahoma with the highest figure. 

States with the most fatalities per 100 million 
miles are often the more sparsely settled areas. The 
highest rate in the nation for that year was Nevada 
with a figure of 9.5. New Mexico had 8.7; Arizona— 
8.5. 

The article concludes by saying ‘That if all U. S. 
vehicles were moving at once they would travel only 
a quarter of a mile or two city blocks before a traffic 
fatality would be recorded.” 


Men who neglect Christ, and try to win heaven 
through moralities, are like sailors at sea in a storm, 
who pull, some at the bowsprit and some at the 
mainmast, but never touch the helm.—Henry Ward 
Beecher 


NEW MEMBERS 


The JourNAL takes this opportunity to welcome these new 
members into the Kansas Medical Society. 


Donald D. Arthurs, M.D. Robert F. Moore, M.D. 
216 East Fourth 123 West Fourth 


Cherryvale, Kansas Caney, Kansas 
Angus M. G. Crook, K. M. Neudorfer, M.D. 
M.D. St. Francis Hospital 
3244 East Douglas Wichita 14, Kansas 
Wichita 8, Kansas 
i J. L. Salomon, M.D. 
Ira R. Grimes, M.D. Boeing Airplane Company 


523 North Washington 


Wichita 10, Kansas 
Liberal, Kansas 


Ralph A. Seltzer, M.D. 


C. R. Jackson, M.D. 
3244 East Douglas 
Wichita 8, Kansas 


William W. McCue, M.D. 
17 East Third 
Liberal, Kansas 


2008 Mitchell Road 
Lawrence, Kansas 


C. Robert White, M.D. 


Building 4314-1 
Fort Riley, Kansas 
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From the Stacks 


Mrs. BLENDENA EvANs, Librarian 
Stormont Medical Library, State House 
Room 516, Topeka, Kansas 
Phone CE 5-0011, ex. 297 


General Medicine Monographs available in 
the library 


Clark, W. Guide to Medical Terminology. Davis Co. 
1956. 

Krenay, M. Understanding Medical Terminology. 
Catholic Hospital Assn., St. Louis. 1958. 

Skinner, H. A. Origin of Medical Terms. William & 
Wilkins Co. 1949. 

Agard, Walter. Medical Greek and Latin at a Glance. 
Hoeber. 1937. 

Survey of Medical Education. Medical Schools in the 
U. S. at Mid-century. McGraw-Hill. 1953. 

Hammond, K. R. Teaching Comprehensive Medical 
Care; a psychological study of a change in medical 
education. Harvard University Press. 1959. 

Medical Examination Review Book. Basic Sciences. 
Medical Exam Publishing Company. 1960. 

Morton, Robert K. The Student-Physician; introduc- 
tory studies in the sociology of medical education. 
Harvard University Press. 1957. 

Robinson, George. Adventures in Medical Education ; 
a personal narrative of the great advance of Amer- 
ican Medicine. Harvard University Press. 1957. 

Rypins, Harold. Medical Licensure Examinations. 
Lippincott. 1960. 

Survey of Medical Education. Preparation for Med- 
ical Education in the Liberal Arts College. McGraw- 
Hill. 1953. 

American Foundation. Medical Research; a Mid- 
century Survey. Little, Brown. 1955. 

Clark, Marguerite. Medicine Today: A Report on a 
Decade of Progress. Funk & Wagnalls. 1960. 

Farris, E. J. The Care and Breeding of Laboratory 
Animals. Wiley. 1950. 

Ingle, D. J. Principles of Research in Biology and 
Medicine. Lippincott. 1958. 

Year Book Publishers. Methods in Medical Research. 
1948. 

U. S. Public Health Service. Diet, Hormones & 
Atherosclerosis; a Review of Research Grants sup- 
ported by the National Heart Institute. 1958. 

Hippocrates. Medical Works. Blackwell Scientific 
Publications. 1950. 

Mayo Clinic. Collected Papers by the Staff of St. 
Mary’s Hospital, Mayo Clinic. 1905 to present. 
Sarnoff, J. Better Health, Longer Life. Abelard-Schu- 

man. 1959. 


State Medical Library 


_ Netter, Frank H. The Ciba Collection of Medical Illus- 


trations. Volume 1. Nervous System. V. 2. Repro- 
ductive System. V. 3. Digestive System. 


History of Medicine Monographs 


Bonner, T. N. The Kansas Doctor. Univ. of Ks. 
Press. 1959. 

Major, R. H. Disease & Destiny. Univ. of Ks. Press. 
1958. 

Fulton, J. F. Vesalius Four Centuries Later. Univ. of 
Ks. Press. 1950. 

Leake, C. D. The Old Egyptian Medical Papyri. Univ. 
of Ks. Press. 1952. 

Sarton, G. Galen of Pergamon. Univ. of Ks. Press. 
1954. 

Belt, E. Leonardo the Anatomist. Univ. of Ks. Press. 
1950. 

Guthrie, D. From Witchcraft to Antisepsis. Univ. of 
Ks. Press. 1955. 

Long, E. R. A History of the Therapy of Tuberculosis 
and the Case of Fredric Chopin. Univ. of Ks. Press. 
1956. 

Stevenson, L. G. The Meaning of Poison. Univ. of 
Ks. Press. 1959. 

Garrison, R. H. An Introduction to the History of 
Medicine. Saunders. 1929. 

Gordon, M. B. Aesculapius comes to the Colonies; 
story of early days of medicine in the Thirteen 
Original Colonies. Ventnor Publishers. 1949. 

Gordon, B. L. Medicine throughout Antiquity. F. A. 
Davis Co. 1959. 

Haggard, H. W. Devils, Drugs & Doctors; story of 
science of healing from medicine man to doctor. 
Harper. 1929. 


Books and periodicals will be sent 
anywhere in the state. You pay only the 
postage, four cents for the first pound 
and one cent for each additional pound. 


Haggard, H. W. Mystery, Magic & Medicine; the 
rise of medicine from superstition to science. 
Doubleday, Doran. 1933. 

Hecker, J. F. The Epidemics of the Middle Ages. 
Woodfall & Son. 1844. 

Leff, S. From Witchcraft to World Health. London, 
Lawrence & Wishart. 1956. 

Major, R. H. A History of Medicine. Thomas. 1954. 

Mathison, R. The Eternal Search; a story of man and 
his drugs. Putnam. 1958. 
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Electric Voice 


A new electronic larynx is now available for per- 
sons who have lost their voices through paralysis or 
surgical removal of the vocal cords. 

This device weighs seven ounces and is designed 
to fit the user’s hand. The user holds it against the 


outside of his throat and the electronic larynx trans- 
mits sound waves into the throat cavity. A finger con- 
trol enables the user to vary the pitch of his voice 
over a half-octave range in order to produce more 
natural inflections of speech and to emphasize words 
and phrases. 

It is produced in two models—one is high pitched 
to simulate the female voice and the other has a lower 
pitch for use by men. 

The electronic larynx was developed by Bell Tel- 
ephone Laboratories scientists, working in coopera- 
tion with the medical staff of the National Hospital 
for Speech Disorders in New York City. 

The device is being sold by Bell System telephone 
companies at a non-profit cost of $45. It is manufac- 
tured by Western Electric Company, supply and man- 
ufacturing branch of the Bell Telephone System. Each 
new unit carries a one year guarantee against man- 
ufacturer’s defects. After the guarantee period has ex- 
pired, Western Electric will repair the artificial larynx 
at a small, non-profit cost. 

In Kansas, the electronic larynx is being sold by 
Southwestern Bell Telephone Company. Call any 
Southwestern Bell Business Office for information on 


availability of the device and arrangements for 
demonstrations. 

A spokesman said the company is training rep- 
resentatives to demonstrate the electronic larynx. 

“Our representatives will not try to be speech 
therapists,” he pointed out. “We will urge all in- 
terested persons to first consult their own physicians 
about using the electronic larynx. We will point out 
that esophageal speech generally is the preferred 
method of communications for laryngectomees and 
that the artificial device primarily is designed for use 
by persons unable to master this method of speech 
or who temporarily lose the ability to talk this way.” 

The electronic larynx is essentially trouble-free, he 
said. It uses Bell transistors and is powered by self- 
contained mercury batteries. Battery life ranges up to 
several months, depending on amount of use. New 
batteries may be purchased at any radio supply store. 

The speech volume is equivalent to a normal talker 
speaking at a conversational level. 

The spokesman said most persons can learn to talk 
with the electronic larynx after a relatively short 
period of practice. With more practice, the user can 
learn to operate the pitch control to produce speech 


with a considerable degree of intelligibility and nat- 
uralness. 

The Bell System has provided artificial larynges to 
laryngectomees for many years. While the new elec- 
tronic larynx replaces the earlier models, parts for the 
older models will still be available. 


Series E and H Savings Bonds, bought now, when 
held to maturity pay 334 per cent. Maturity for E 
bonds sold since June 1, 1959, is 7 years and 9 
months ; for H bonds, 10 years. 
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FLOYD F. WEHRENBERG, Kansas City 


Doctors in partnership often wonder whether. it 
would be wise to provide for the purchase of a part- 
net's interest upon his death through insurance on 
the lives of the partners. This can be accomplished by 
a system of cross-insurance whereby a policy is carried 
on each partner’s life. Each policy is owned by all the 
other partners who are also beneficiaries of that policy. 
For instance, in a partnership of Doctors A, B and C, 
Doctors A and B own a policy on Doctor C; Doctors 
A and C own a policy on Doctor B; and Doctors B 
and C own a policy on Doctor A. Because of varying 
ages and rates, the insurance premiums are usually 
totaled and charged to the partners on an equal basis. 
These premiums are a personal non-deductible ex- 
pense to the partners. And since the policy on a part- 
net's life is owned by the other partners, this insur- 
ance is not included in his estate in case of death. 
The proceeds in case of death are tax-free to the 
beneficiary partners. 


Some Advantages 


Here are some of the advantages of such a plan. 

1. Cash is immediately available upon the death 
of a partner for liquidation of his capital interest. 

2. It eliminates the risk to a partner's estate of not 
receiving its money from the remaining partners. 

3. It eliminates any financial burden to the part- 
ners in case of death of one or two members and in- 
sures the continuation of the partnership. Often with- 
out such insurance it is necessary to liquidate the 
partnership to pay off a deceased member's interest. 


Mr. Wehrenberg is Missouri-Kansas Manager, Professional 
Management Midwest, 4010 Washington Street, Kansas City, 
Missouri. 


e Business Side 
of Medicine 


Partnership Life Insurance 


Some Disadvantages 


The primary disadvantages are these. 

1. Each partner finances the liquidation of his own 
capital account indirectly by paying his pro rata share 
of the cost of the insurance. This works to the benefit 
of his partners but not to his own family. 

2. Advanced age or a history of disability often 
makes the cost of such an insurance program ex- 
tremely high. 

3. For partners who are financially independent, 
this may represent an unnecessary expenditure. 


Determining Need 


How, then, does one determine whether a partner- 
ship should purchase life insurance on its members? 

A. A determination should be made of the capital 
investment in a partnership and whether or not this 
investment is adequate to make such a program neces- 
sary. In many manufacturing and retail firms, the cap- 
ital investment is very high and represents all the 
assets of the partners. This is not generally true of 
professional partnerships. 

B. A review should be made of the ages, insurabil- 
ity and financial status of each partner. This will re- 
veal both the cost of an insurance plan and, combined 
with paragraph A, the need for an insurance plan. 

C. A study should be made of workable alterna- 
tives to an insurance plan. These include such things 
as available credit for financing (buildings, equip- 
ment, etc.), payment of a partner's interest in accounts 
receivable as collected, and installment payments to 
an estate in settlement of the remaining capital inter- 
est. 

(Continued on page 246) 
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How to Avoid Living to a Ripe Old Age 


Would you like to leave this good earth before 
your time? It’s easy. All you need to do is follow 
some simple rules. 

The first, and most important thing to remember 
is: never consult a physician. If you want advice, 
listen to the neighborhood know-it-all. 

If you develop a little pain in the chest, or your 
eyes start to fog up, or your hearing begins to fade, 
or you get frequent headaches, don’t waste money 
seeing a doctor. Just bide your time. It will probably 
pass. If it doesn’t, attribute it to old age. (In fact, at- 
tribute any ailment to old age—even if you are 16.) 

Emotional health must be ignored as studiously as 
physical health. About half the people who seek med- 
ical attention suffer from ailments caused or aggra- 
vated ‘by long emotional stress. 

At your job (and off), work like a demon. Never 
relax. Never get away from it all—your time will 
come quickly enough. 

Shortchanged by the grocer? Insulted by a wait- 
ress? Chastised by the boss? Did the neighborhood 
problem child break your window again? Don’t blow 
your stack. Bottle everything up. Sulk. 

Don’t worry about finding some sensible way to 
free those pent-up emotions. The human body is a 
wonderful machine. Eventually it will free your 
bottled-up emotions for you, all at once . . . and 
you'll have a nervous breakdown. (One person in 13 
has one.) 

Seriously, though—and all kidding aside—it is 
easy to make your exit prematurely—too easy. Care- 
lessness with your health is one way. Accidents 
(which killed 85,000 Americans last year) are an- 
other. Yet accidents are more the result of being 
downright silly than of taking unusual risks. For 
example: one person last year forgot he had in- 
stalled a glass door in his shower and so walked right 
through it! 

Here are other examples of people who momen- 
tarily stopped thinking, and lived—or didn’t live— 
to regret it. 

A motorist’s car skidded off the road and into 
some sand. The driver jacked it up, then slid under 
it to lay some blankets for traction. Deciding the 
car wasn’t high enough, the driver reached out from 
under the car to raise the jack—and the jack slipped. 

One young man was celebrating the Fourth of 
July with fireworks. He touched off a Roman candle, 
which he had aimed away from himself, but it back- 
fired. All 10 balls hit him in the stomach. He died. 

A power-boat owner—and self-styled mechanic— 
sat down on the motor while holding the hot line 


from the battery charger. The motor was a perfect 
ground—and the battery charger did the rest. 

Another proved you can run into an electrical 
hazard even if you own a sailboat. He kept the mast 
up while he was loading his sailboat on its trailer. 
The mast bumped into an overhead power line, and 
the electricity ran down the guy wires and into the 
man loading the boat. 

Another part-time sailor, who didn’t know how 
to swim, was out in a boat alone—without a life 
jacket—cleaning the bottom of a pond. The boat 
capsized, and by the time anyone could get to him, 
it was too late. 

A man, cleaning drapes for his wife, used gasoline 
as the cleaning fluid. This in itself was bad enough 
—but he was working less than 10 feet away from a 
hot water heater. There was an explosion—and that 
was the end of the garage, the drapes, and him. 

Still another explosion was caused by something 
as harmless-looking as a pressurized shaving-lather 
can. One man evidently neglected to read the in- 
structions on the can when disposing of it. He threw 
it into a fire with the rest of the trash he was burn- 
ing, and it did exactly what the label said it would 
do. It exploded, putting him in a hospital for two 
weeks. 

And finally, a businessman had problems with his 
cufflinks. He forgot to remove them from his shirt. 
When he tried to take off his shirt, it slipped down 
off his shoulders and dropped behind him—still se- 
curely attached to his wrists. In the ensuing battle 
with the cufflinks, he tripped over the tail of the shirt 
and hit his head against a chair. 

Pay attention to the moral of this story: 

One afternoon, a stranger in town was astonished 
to see a gray-haired, decrepit old man valiantly com- 
peting with some youngsters in a grueling game of 
tackle football. His curiosity was such that he ap- 
proached the old fellow to find out the secret of 
his long life. 

“I drink two quarts of liquor a day, smoke five 
packs of cigarettes, eat anything I can lay my hands 
on, and never see a doctor,” the old man gasped. 
“Amazing!” cried the stranger. “And yet, at your 
age, you play football!’ The oldster’s bloodshot eyes 
showed that he was offended. “Gee whiz, mister,” 
he said, “I’m only 16.” 


A great many people think they are thinking when 
they are merely rearranging their prejudices. 
—William James 
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The Kansas Board of Basic Science Examiners 
will give examinations in the subjects of anatomy, bac- 
teriology, chemistry pathology and physiology on June 
9 and 10, 1961, at the University of Kansas Medical 
Center, Kansas City, Kansas. Satisfactorily completed 
applications for examination should be submitted at 
least 30 days prior to date of examination. Applica- 
tion blanks and other information can be obtained 
from Dr. L. C. Heckert, Secretary of the Kansas 
Board of Basic Science Examiners, Pittsburg, Kansas. 


The Trudeau School of Tuberculosis and Other 
Pulmonary Diseases will hold its Forty-sixth Session 
in Saranac Lake, New York from June 5 to 23, 1961, 
continuing to provide a unique opportunity for train- 
ing in the field of chest diseases. 

The enrollment is necessarily limited and applica- 
tions should be made early. Inquiries should be ad- 
dressed to the Secretary, Trudeau School of Tuber- 
culosis and Other Pulmonary Diseases, Box 670, Sara- 
nac Lake, New York. 


A joint annual meeting of the National Tuber- 
culosis Association, American Thoracic Society, and 
National Conference of Tuberculosis Workers will be 
held in Cincinnati, Ohio, May 21-25, 1961. Regis- 
tration will open at 10:00 a.m. on May 21 in the 
Netherland Hilton Hotel. Further information may 
be obtained from the National Tuberculosis Associa- 
tion, 1790 Broadway, New York 19, New York. 


The interests and requirements of the general 
surgeon have received primary consideration in select- 
ing the subjects for discussion in the sixteenth annual 
Postgraduate Course in Surgery. It is to be offered 


Professional meetings, conferences, and postgraduate 
courses of national importance are listed for the Doc- 
tor’s CaLenpar. Notice of the session is posted in 
advance to allow the physician time to make prepa- 
rations. 


at The University of Kansas Medical Center, Batten- 
feld Auditorium, Kansas City, Kansas on May 15-18, 
1961. Send all communication to: Department of 
Postgraduate Medical Education, University of Kansas 
School of Medicine, Kansas City 12, Kansas. 


The 27th annual meeting of the American Col- 
lege of Chest Physicians will be held at the Commo- 
dore Hotel, New York City, June 22-26, 1961. A 
joint session with the Section on Diseases of the 
Chest of the American Medical Association will be 
held at the Coliseum, Monday, June 26. This will 
be the first joint meeting in the history of the two 
societies. Several Kansas physicians will participate 
in the programs. 


A special scientific feature at the 110th annual 
meeting of the American Medical Association in 
New York City, June 25-30 will be a series of out- 
standing medical films from all parts of the world. 

More than 50 medical films will be shown and, 
in many instances, the film’s author will be present 
to answer questions from the attending physicians. 

Information about the film exhibit may be ob- 
tained from Ralph Creer, Department of Medical 
Motion Pictures and Television, American Medical 
Association, 535 North Dearborn Street, Chicago 10, 
Illinois. 


A small group of Doctors of the Kansas Medi- 
cal Society are endeavoring the promotion of a 
Charter Flight to Europe in June, 1962. The round 
trip will be from Wichita, Kansas to Paris, France, 
and will cost approximately $365.00! Those inter- 
ested please write either Dr. Paul Uhlig or Dr. 
John Shellito, 3244 East Douglas, Wichita 8, Kan- 
sas. 
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bituaries 


J. ETHAN BARKER, M.D. 


Dr. J. Ethan Barker, 85, Kansas City physician and surgeon, died March 
31 at Bethany Hospital in Kansas City. 

He was born in True, West Virginia in 1875. He graduated in 1908 
from the University of Louisville in Louisville, Kentucky. Dr. Barker 
practiced in Kansas City for the past 30 years and served as a member of 
the staff of the Bethany Hospital during that time. 

Surviving are his wife, Mrs. Dennie Barker; two sons, McRae D. Barker, 
and Carlton E. Barker; six grandchildren, two brothers, and two sisters. 


JOHN A. CRABB, M.D. 


Dr. J. A. Crabb, 91, Topeka general practitioner, died March 17 in a 
Topeka hospital. 

He was born on June 4, 1869 in Brown County, Illinois. He came to 
Kansas when he was 13 years old with his family. In 1906 he graduated 
from the University of Kansas School of Medicine. In 1954 he retired on 
his 85th birthday after 48 years of active practice. 

He is survived by two sons, Ray Crabb and Herbert Crabb; one daugh- 
ter, Miss Emma Crabb; three grandchildren, and seven great-grandchil- 


dren. 
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An Examination of 


Government-Controlled Health Insurance 


THE CONSEQUENCES AND IMPLICATIONS 
of compulsory government controlled health insur- 
ance schemes which today threaten the free enter- 
prise system of medical care in the United States 
and Canada, were examined in detail by a number 
of prominent and well-qualified speakers during the 
16th Annual Western Conference of Prepaid Medi- 
cal Service Plans held in Winnipeg in October. We 
feel that Kansas physicians will be particularly in- 
terested in the highlights of this outstanding confer- 
ence. The following excerpts are taken from the De- 
cember, 1960 Newsletter, monthly publication of the 
National Association of Blue Shield Plans: 

PROFESSOR F. A. HAYEK, Committee on Social 
Thought, University of Chicago, indicated that we 
are likely to progress more satisfactorily in our po- 
litical, economic and social endeavors, if we continue 
to employ individual responsibility and initiative in 
seeking solutions to whatever problems may arise in 
the future. 

In relating these remarks to the specific problem 
of compulsory government health insurance, Profes- 
sor Hayek emphasized that “. . . if we do not wish 
to bring to an end that process of moral growth 
which has always relied on the free choice of the 
individual; if we do not want to supplant this by 
a system in which the opinion of appointed author- 
ity is called upon to decree the values which are to 
be imposed upon the people . . . we must avoid the 
creation of any monopoly to whom the provision of 
all medical services is completely entrusted.” 

Professor Hayek further implied that simply be- 
cause government has taken steps to assist and in 
some cases financially support the growth of prepaid 
medical plans, this need not be taken to indicate that 
we have passed the critical point in our struggle to 
pteserve private medicine. 
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“The critical choice in most parts of the world is 
still before us,” Professor Hayek asserted. “What I 
am anxious about is that people should see that the 
transition to a single free government health service 
is not just another step in the direction in which we 
have long been moving, but a new and radical de- 
parture into something alien to the moral tradition 
of a free society. 

“I believe,” Hayek maintained, “that the differ- 
ence between a free government health service and 
the government assisting in the growth of various 
competing schemes of prepaid or insurance plans is 
the difference between imposing upon people some- 
body else’s values and assisting people in the pur- 
suit of their own values. I feel very strongly that it 
would be a moral calamity if our impatience to as- 
sist as many people in the relief of suffering as rap- 
idly as possible and as completely as we can, should 
prevail at the expense of that experimental process 
in which the individual, making his decisions in 
particular moral dilemmas, contributes to the growth 
and formation of a more definite moral system. 

“I fear, in short,” Professor Hayek concluded, 
“that such a victory of a high moral ambition might 
well destroy its own basis, i.e., that modest degree 
of moral consensus or agreed values which we have 
now achieved.” 

DENIS R. J]. GEORGE, Vice-President and Di- 
rector, William M. Mercer, Limited, described the 
inroads that have been made thus far in Canada by 
the proponents of socialized medicine and expressed 
his belief that the Canadian population, in general, 
would today accept compulsory government medical 
care if it were introduced. However, he emphasized 
that many of these people do not realize that a com- 
prehensive state medical plan may well increase over- 


(Continued on page 246) 
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Edward D. Greenwood, M.D., Topeka, has been 
selected as President-Elect of the American Ortho- 


psychiatric Association, Inc. 


William J. Reals, M.D., Wichita, was a speaker at 
the meeting of the College of American Pathologists 
in New Orleans, February, 18-19. 


Newly elected officers of the Kansas Obstetrical 
Society are: Arnold Baum, M.D., Dodge City, presi- 
dent; David Gray, M.D., Topeka, president-elect ; 
Galen W. Fields, M.D., Scott City, vice president; 
Jack Schroll, M.D., Hutchinson, secretary-treasurer. 


Dr. N. H. Overholser, El Dorado, presented a 
program on “Use of Hypnosis in Medicine” on March 
16, at a science seminar. 


Dr. Thomas P. Butcher, Emporia, was a guest 
in a news conference on “High Medical Costs” on 
WIBW-TV, Thursday, March 16. 


Dr. C. M. Barnes, Seneca, was in Chicago where 
he attended the National School Health meeting 
which was held during the first part of March. 


James T. Naramore, M.D., Larned, superintend- 
ent of the Larned State Hospital, was “commended 
and congratulated for his 40 years of service to 
Kansas” in a resolution adopted by both Houses of 
the Kansas Legislature. The resolution was read to 
him at an “appreciation day” program in the Larned 
Hospital auditorium. 


Dr. W. J. Reals, Wichita, President of the Sedg- 
wick County Medical Society, has been appointed a 
member of the professional committee to choose 
Kansas recipients of the National Foundation’s 1961 
Health Scholarships. 


Personalities—tn KANSAS MEDICINE 


“Current Therapy” was the subject for the post- 
graduate medical study offered in Concordia March 
28 at St. Joseph’s Hospital by the Department of 
Postgraduate Medical Education of the University 
of Kansas School of Medicine. 

Doctors lecturing and leading the discussion were 
Robert E. Bolinger, M.D., associate professor of 
medicine and gerontology at Kansas University; John 
R. Carter, M.D., professor of pathology and chair- 
man of the department at K. U.; Don R. Miller, 
M.D., assistant professor of surgery at K. U.; and 
Edward J. Walaszek, M.D., associate professor of 
pharmacology at the University of Kansas. 


Dr. T. L. McNutt, formerly of Ellinwood, has 
become associated with the Dodge City Medical 
Center. He plans to specialize in obstetrics at the 
clinic. 


B. L. Gardner, M.D., and J. H. Depoe, M.D., 
announce the opening of their office for the practice 
of medicine and surgery in Winfield. They plan to 
maintain their offices in Douglass as in the past and 
will continue to do so as long as possible. 


The fifth of the sixth Post Circuit Courses from 
the University of Kansas Medical Center was held in 
Arkansas City on March 30. The Symposium on 
“Neoplastic Diseases” included discussions on radiol- 
ogy, internal surgery and pathology. 

Dr. Colvin H. Agnew, assistant professor of tra- 
diology, discussed ‘The Present and Future of Radia- 
tion Therapy.” Dr. John F. Christianson, assistant 
professor of medicine, had as his subjects ‘Adequate 
Cancer Detection Examinations” and “New Agents 
and Methods in Chemotherapy.” Dr. Stanley R. 
Friesen, professor of surgery, discussed “Principles 
of Surgical Management” and “Biopsy Procedures.” 
And the fourth speaker was Dr. Donald J. Svoboda, 

(Continued on page 246) 
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Curinc A CoLp 


We would say this is the worst time of the year 
to have a cold. With the weather bouncing from 
chilly to warm to balmy to raw the pesky thing— 
generally called a common cold, although we don’t 
know why as for us, at least, a cold is a cold and 
the symptom, or misery, is a runny snout that period- 
ically plugs up accompanied by a tickle above the 
larynx. 

The American Medical Association describes a 
cold as a nose and throat infection that lasts about a 
week and will disappear naturally in due time. There 
are all kinds of remedies. Most don’t seem to pro- 
long the agony. Not to dispute the learned AMA 
nor the claims of propounders of remedies, we are 
of the opinion, drawn from experience, that if you 
leave a cold alone it will hang on for two weeks, 
if you resort to treatment you can get rid of it in 14 
days.—Hays Daily News, March 14, 1961. 


In TRADITION 


Some well-meaning Americans are being lulled 
into an apathy that could sacrifice on the altar of 
bureaucracy the private and local responsibilities for 
large segments of our medical system. Instead of 
tackling problems as forthrightly and tirelessly as 
the researchers do, some suggest that you “let Uncle 
Sam do it for you.” But superimposing on our lean 
and vigorous medical system a massive federal bureau 
would only result in spiraling taxes and new road- 
blocks, slowing the march of medical progress. 

More important, you can’t legislate standards of 
health care. Only the best will do. There can be no 
bargaining basement medicine or cut-rate hospitals. 

There’s really no mystery about today’s hospital 
costs. More than 65 cents of each dollar hospitals re- 
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The Kansas Press 
Looks at Medicine 


Editor's Note. In this section the JournNAL repro- 
duces editorials relating to medicine which have ap- 
peared in the lay press. An effort is made to include 
both favorable and unfavorable comments, and the 
Editorial Board in no instance assumes responsibility 
for the opinions expressed. 


ceive is earmarked in advance for payroll. This trend 
will continue because hospitals require higher-trained 
personnel to cope with unending growth in hospital 
technology. 

The only practical hope of holding the cost line is 
through research and development of new products, 
new medical techniques and new concepts in health 
institutions. It is in this area that the pumps of re- 
search should be primed and community initiative 
stimulated. 

The proven performance of medical science, hos- 
pitals and industry is extending the horizons of 
health through research and discovery is in the best 
American tradition of perpetual achievement. On this 
pathway of success is the answer to the mounting 
cost of health care. Here, inviting renewed effort with 
rolled-up sleeves and inquisitive minds, is the way 
to cut the cost of good health. Here, too, inevitably, 
is better health for all—From Annual Report, Amer- 
ican Hospital Supply Corporation, 1961.—Kansas 
City Kansan, March 22, 1961. 


A Traitor To MEDICINE 


Dr. R. Bernard Finch has been convicted of mur- 
dering his wife. But his secondary crime is perhaps 
more fearful: he has betrayed his profession. 

Most laymen look upon all doctors as saints; men 
without passion or sin, men without emotions. Not 
all laymen will admit this. Outwardly they say all 
doctors overcharge and do not come to work until 
10 a.m. every day. They complain if they have to 
read a magazine in the waiting room and accuse the 
doctors of being in cahoots with the corner druggist 
or the Blue Cross to swindle the public. 

But underneath these fabricated gripes is a blind 
respect for physicians. “Doc’’ is the most honorable 
title a man can earn. And it does have to be earned. 
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It takes up to 12 years to become a doctor, and 
not one of those years is easy. They are crammed 
with hard and often grueling work. Internship is said 
to have the lowest rate of pay for the highest degree 
of skill of any job on earth. 

The first years of practice are hard, and wealth 
does not come quickly. Some think financial inde- 

dence comes the instant a man becomes a doc- 
tor. It should, but it does not. Patients always wait to 
pay for the doctor last, after the television and the 
motorboat and the split-level home. But doctors don’t 
seem to mind. They ignore the abuse and go on sav- 
ing lives if they can, healing wounds and curing 
sickness. In time of severe sickness or injury, no 
mortal on earth is more important. The doctor is 
sworn to his job and he will do his best. 

Most laymen would not take the physician’s job 
if they could have it, even without the long prepara- 
tion, for the doctor seldom has any time of his own. 
He is sworn to go to work the instant he is needed, 
no matter where or when. 

The physician consecrates his life to saving life 
and to healing. He can be forgiven for sins of the 
flesh, theft, embezzlement, or horse stealing, but 
never for taking a human life. 

R. Bernard Finch no longer deserves to be called 
doctor.—R. C.—Emporia Gazette, March 30, 1961. 


The Business Side of Medicine 
(Continued from page 239) 


Let’s use the partnership of Doctors A, B and C as 
an example of a partnership insurance problem and 
its solution. These Doctors own an office building and 
equipment valued at $54,000 and have accounts re- 
ceivable of $39,000. In the event of death the cost 
of liquidating would be $31,000 per man. Doctor A 
is 57 years old and independently wealthy. He has 
a physical condition that would increase his life insur- 
ance cost by 20 per cent. Doctor B is 41 years of age 
and could easily borrow funds to purchase his share 
of a partner's interest. Doctor C is 29 and has no 
resources whatsoever. His maximum credit would be 
about $5,000. 

Following is the solution they chose. Accounts 
receivable were made self-liquidating ; in case of death 
they would be frozen and each partner paid his inter- 
est as they were collected. A clause in their partner- 
ship agreement provides that surviving partners have 
the option of paying off the deceased partner's interest 
either in full or over a period of five years, with 
minimum payments of $300 per month at 5 per cent 
interest. Each Doctor has his own credit and resources 
as added protection and the surviving Doctors also 
have a mortgagable building which could provide 
$25,000 to $30,000 purchase money at 51/, per cent. 


We feel in this case that their solution is much 
more workable than an extremely high-cost insurance 
plan. 

In summary, we believe that large life insurance 
programs generally are not necessary for professional 
partnerships and that the insurance premiums can be 
used by the Doctors with less resources to provide 
much-needed insurance protection for their own fam- 
ilies. There are, of course, individual exceptions, since 
this is only generally true. An extensive individual 
study should therefore be made by the partners, their 
attorneys and their financial advisors before a program 
of life insurance is adopted. Such a study will deter- 
mine whether a need exists for partnership life insur- 
ance and, if so, how large a program is necessary. 


Blue Shield 
(Continued from page 243) 


all costs without improving the level of medical 
care and he urged the Canadian medical profession 
and the prepayment plans to develop imaginative 
and progressive educational programs designed to 
expose the implications of compulsory medical care 
to the reason of thinking individuals. 

He further stated that physicians can individually 
help to preserve private medicine by cooperating 
with underwriters in restricting the abuse of health 
insurance privileges. And he also asserted that the 
medical profession must not hesitate to meet with 
political leaders to discuss the entire problem of 
what means should be taken to provide the best pos- 
sible medical care coverage. 

“I think,” George continued, ‘that the doctor- 
sponsored plans together with the commercial un- 
derwriters should take a good look at their con- 
tracts and extend coverage to as large a segment of 
the population as possible, without overlooking the 
possibility of a compromise between the doctors and 
the government in the care of the aged and indigent. 
Whereas state medicine may appear to a great num- 
ber of people to be a benign growth, it can, in fact, 
be an extremely malignant one, and appropriate ac- 
tion should be taken immediately (to preclude its 
adoption) ,” he concluded. 


Personalities 
(Continued from page 244) 


whose subject was “Survey of Common Cancer in 
Kansas.” Dr. Svoboda is a fellow in pathology. 


Dr. Tom A. Montgomery, Sabetha, attended 
the University of Nebraska College of Medicine’s 
postgraduate course on Obstetrics and Gynecology, 
March 30. 
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REVIEWS 


FUNCTIONAL NEURO-ANATOMY _IN- 
CLUDING AN ATLAS OF THE BRAIN 
STEM, fourth edition, thoroughly revised. A. R. 
Buchanan, M.D., 377 pages, 273 ills., 18 in color. 
$8.50, 1961, Lea & Febiger, Philadelphia. 


The fourth edition of this book presents neuro- 
anatomy from a functional point of view, making it 
useful for the general practitioner who will find in- 
formation available for general neurological examina- 
tions. The book’s value lies in its condensed form, 
without sacrifice of essential facts. The presentation 
of material is given in such a way that there is an 
easy progression from basic ideas to the more com- 
plex inter-relationships which is so characteristic of 
the nervous system. This is particularly true of the 
efferent pathways: the pyramidal and extrapyramidal 
systems. 

The chapters dealing with this complex read well 
and will be found helpful in understanding motor 
disabilities. Newer knowledge of the physiology of 
the basal ganglia and reticular formation brings this 
within the usefulness to the practicing physician. The 
hypothalamus is presented well.—P.G.R. 


CIBA FOUNDATION COLLOQUIA ON 
ENDOCRINOLOGY. Vol. xiii, Human Pituitary 
Hormones; edited by G. E. W. Wolstenholme 
and Cecilia M. O’Conor. With 336 pages and 86 
illustrations, published Little, Brown and Com- 
pany, Boston. 


This book contains a number of articles by au- 
thorities investigating the relatively new field on hu- 
man pituitary hormones. Most of the material pre- 
sented here is not new but does represent a collec- 
tion of information which is otherwise scattered 
rather widely throughout the literature. Most of the 
presentation centers about studies on human growth 
hormone and pituitary gonadotropin. There are sev- 
eral articles, however, on human ACTH and mel- 
anocyte stimulating hormones. As with most pres- 
entations of this type the coverage is not of a type 
which would be of interest to a person not working 


directly in this field and at the same time is not 
complete enough for one who is working in the 
field. The main value of this collection however 
lies in the discussions which appear at the end of 
each article and present a sampling of the various 
view points. 

The most important presentations concern the met- 
abolic actions of human growth hormone, including a 
prompt anabolic effect with retention of nitrogen, 
phosphorus and potassium, a negative calcium bal- 
ance and a retention of sodium and chloride. Two 
authors described the lack of a growth hormone ef- 
fect on aldosterone secretion. The other effects of 
growth hormone which were noted were an increase 
in diabetic tendency and ketonuria in diabetes and 
an increase in the plasma free fatty acids occurs— 
R.E.B. 


STROKE. Douglas Ritchie, Doubleday & Co., 
New York, 1961, 192 pages, $3.50. 


A biography of determination written by report- 
er-broadcaster Douglas Ritchie. He was just fifty 
when he felt ‘‘the first alarming twitch in his cheek” 
which was the start of a major cerebral thrombosis. 
Easy to read and understandable to laymen, it is 
“must” reading for anyone close to one of the thou- 
sands of people who are stricken each year.—E.A.M. 


EPIDEMIC. Frank G. Slaughter, Doubleday 
& Company, 1961. 286 pages, $3.95. 


This book tells the story of modern methods used 
to isolate and control epidemic diseases. The author 
has skillfully blended together the three public 
enemies, bacteriological warfare, infiltration by sub- 
versive elements, and epidemic disease, into a novel 
so fascinating that the reader was unable to lay it 
down until finished. 

Written in language the public can understand, 
this book should be widely read in schools and col- 
leges where its story of the fight against disease, 
subversive and biological warfare, would create a last- 
ing beneficial imprint —G.L.T. 


247 


| 4 
i 
=), 
N 0 0 
3 
Ye VW 
we 
° 
H 
j i 
| 
: 
| 
i 
i 


The Kansas Medical Society—1960-1961 


OFFICERS COUNCILORS 
. istrict .J. W. Manley, Kansas City 
-Harold M. Glover, Newton District George R. Maser, Mission j 
Immediate Past President.....Glenn R. Peters, Kansas City Dick 
First President Norton L, Francis, Wichita James A. McClure, Topeka 
Second Vice-President........ H. St. Clair O’Donnell, Ellsworth . L. Morgan, Emporia 
George E. Burket, Jr., Kingman ohn C. Mitchell, Salina 
John L. Lattimore, Topeka Disteiet N. plank, Hutchinson 
ichi istrict 11... illiam eals, Wichita 
1900-1968. George Geel, Wiskite Albert C. Hatcher, Wellington 
A.M.A. Alternate, 1960-1962..H. St. Clair O’Donnell, Ellsworth TS. Cherner, Hays 
A.M.A. Delegate, 1961-1963...Lucien R. Pyle, Topeka sine tied Cavanaugh, Great Bend 
A.M.A, Alternate, 1961-1963..Glenn R. Peters, Kansas City ee ne en: Edward F. Steichen, Lenora 
Chairman of Editorial Board. .Orville R. Clark, Topeka John O. Austin, Garden City 


OFFICERS OF COMPONENT SOCIETIES—1960 


Society President Secretary 
Carl O. Stensaas, Arkansas Edgar D. Hinshaw, Arkansas City 
arvey . Robert P. Stoffer, Halstead....... ...A. G. Dietrich, Newton 
Iroquois ..J. Roderick Bradley, Greensburg. Rg H. Hill, Meade 
Jackson E. C. Moser, Holton.......... -M. Ross Moser, Holton 
Jefferson W. R. Madison, -C. D. Townes, Perry 
Jewell ay Hershner, bon -R. M. Owensby, Mankat | 
ohnson Reece, Gardner. . E. C. Altenbernd, Park 
Labette. . V. L. Jackson, Altamont........ . D. Pace, Parsons 
Leavenworth W. Henr Merritt, Leavenworth. .J. M. Graham, Leavenworth 
.. Thomas Butcher, Emporia. . ‘M. D. Snowbarger, Emporia 
cPherson. .J. Richard Johnson, McPherson -W. J. Collier, McPherson 
R. R. Melton, Marion.......... ..T. C. Ensey, Marion 
Edgar H. Beahm, Rodney G. Carter, Independence 
Saw George S. Bascom, W. Graham Calkins, Manhattan 
South Central Tri-County.............. K. E. Voldeng, Wellington | 
William Abrams, Kansas City... James G. Lee, Kansas City } 
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ADVERTISEMENTS 25 


Winslow Homer “THE HERRING NET" Art Institute of Chicago. 


Strain is a necessary component of man’s efforts to move his external 
environment, but all too often brings on extreme pain and trauma when hard 
stools are moved after repair of rectal disorders. Metamucil adds soft, bland 
bulk to the bowel contents to stimulate normal peristalsis and also hold 
water within stools to keep them soft and easy to pass. Thus Metamucil, 
with an adequate water intake, is of great help in minimizing painful trauma 
to postsurgical rectal tissue. Metamucil promotes regularity through 
“*smoothage”’ in all types of constipation. 


® 
M brand of psyllium hydrophilic mucilloid | 


Available as regular Metamucil or as the new lemon-flavored Instant Mix Metamucil 
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26 ADVERTISEMENTS 


CONSISTENTLY SUCCESSFUL RELIEVING 
DRY, ITCHY SKIN 


N.Y. ( 
1 Spoor, H. \ 
.M. 58 33292, 1958. 
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Satisfactory results in 94% Of cases 
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SARDO IN THE BATH releases millions of microfine water-miscible globules* which 
act to (a) lubricate and soften skin, (b) replenish natural emollient oil, (c) prevent 


excessive evaporation of essential moisture. 


Patients appreciate pleasant, convenient SARDO. 
Non-sticky, non-sensitizing, economical. Bottles of 4, 8 and 16 oz. Reba 


for samples and literature, please write... 
SARDEAU, INC. 75 East 55th Street, New York 22, N. Y.*Patent Pending, T.M. © 1961 
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ERYTHROCIN 


Erythromycin, Abbott 


How much “spectrum” do you need in treating an 
infection? Clearly, you want an antibiotic that will 
show the greatest activity against the offending or- 
ganism, and the least activity against non-patho- 
genic gastro-intestinal flora. 

Weigh these criteria—and make this comparison— 
when treating your next coccal infection. Erythrocin 
is a medium-spectrum antibiotic, notably effective 
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aa ‘against gram-positive organisms. In this it comes 


close to being a “specific” for coccal infections — 
which means it is delivering a high degree of activity 
against the majority of common infection-producing 
bacteria. 


And against many of the troublesome “staph” strains 
—a group which shows increasing resistance to peni- 
cillin and certain other antibiotics—Erythrocin con- 
tinues to provide bactericidal activity. Yet, as potent 
as Erythrocin is, it rarely has a disturbing effect on 
normal gastro-intestinal flora. Comes in easy-to- 
swallow Filmtabs®, 100 and 250 mg. 
Usual adult dose is 250 mg. every six 
hours. Children, in proportion to age 
and weight. Won’t you try Erythrocin? 
®Filmtab—Film-sealed tablets, Abbott. 
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low-back patient 
back on the payroll 


Soma relieves stiffness 
—stops pain, too 


/ ee 3 YOUR CONCERN: Rapid relief from pain for your 
. patient. Get him back to his normal activity, fast! 


HOW SOMA HELPS: Soma provides direct pain relief 
while it relaxes muscle spasm. 


YOUR RESULTs: With pain relieved, stiffness gone, 
your patient is soon restored to full activity—often 
in days instead of weeks. 


The muscle relaxant with an independent pain-relieving action 


Kestler reports in controlled study: Average 
time for restoring patients to full activity: with 
Soma, 11.5 days; without Soma, 41 days. (J.A. 
M.A. Vol. 172, No. 18, April 30, 1960.) 


- ® (carisoprodol, Wallace) Soma is notably safe. Side effects are rare. Drow- 


" Wallace Laboratories, Cranbury, New Jerse siness may occur, but usually only in higher dosages. 
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ADVERTISEMENTS 


wouldn’t you see how closely these ATARAX 
wantittobe: advantages meet your standards: 
efficacious “,,. Atarax appeared to reduce anxiety and restlessness, improve sleep 
patterns and make the child more amenable to the development of new 
patterns of behavior... 
remarkably “The investigators were impressed with the lack of toxicity and minimal 
well tolerated side effects which were observed even after long-term use.’’2 


palatable 


Delicious ATARAX syrup pleases even the balkiest patient. 


Nor is that all ATARAX has to offer. In the allergic child, ATARAX offers 
added antihistaminic action to help control asthma and urticaria.’ In fact, 
though outstandingly useful in children,!-4 ATARAX equally well meets the 
needs of the elderly, and of the tense working adult (it calms, seldom 
impairing mental acuity). Why not extend its benefits to all your tense 
and anxious patients? 


Dosage: For children: under 6 years, 50 mg. daily; over 6 years, 50-100 mg. daily; 
in divided doses. For adults: 25 mg. t.i.d. to 100 mg. q.id. Supplied: Tablets 10 
mg. and 25 mg., in bottles of 100 and 500. Tablets 100 mg., in bottles of 100. 
Syrup, 2 mg. per cc., in pint bottles. Also available: Parenteral Solution. Prescrip- 
tion only. 

References: 1. Freedman, A. M.: Pediat. Clin. North America 5:573 (Aug.) 1958. 
2. Nathan, L. A., and Andelman, M. B.: Illinois M. J. 112:171 (Oct.) 1957. 
3. Santos, I. M. H., and Unger, L.: Ann. Allergy 18:179 (Feb.) 1960. 4. Litchfield, 
H. R.: New York J. Med. 60:518 (Feb. 15) 1960. 
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Division, Chas. Pfizer & Co., Inc. —Therapeutic Capsules for 
Science for the World’s Well-Being® vitamin-mineral supplementation 
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30 ADVERTISEMENTS 


effective, palatable, economical 


CREMOSUXIDINE®[SULFASUXIDINE® SUCCINYLSULFATHIAZOLE SUSPENSION WITH KAOLIN AND PECTIN] 
reduces fluidity of stools, reduces enteric bacteria, adsorbs toxins, and soothes 
the irritated intestinal mucosa. 

Chocolate-mint flavored...readily accepted by patients of all ages. 

Additional information on CREMOSUXIDINE is available to physicians on request. 


GS]=) MERCK SHARP & DOHME, DIVISION OF MERCK & CO., Inc., WEST POINT, PA. 


AND SULF ARE OF MERCK & CO., INC. 
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When 


severe pain 


skeletal muscle spasm 


with Robaxis 


oe 


Rosaxin® with Aspirin 


A dual-acting skeletal muscle relaxant-analgesic, combining the clinically 
proven relaxant action of ROBAXIN with the time-tested pain relieving 
action of aspirin. 


Each Ropaxisau Tablet contains: 
Ropaxin (methocarbamol Robins) 400mg. Acetylsalicylic acid (5 gr.).......... 325 mg. 
U.S. Pat. No, 2770649 
Supply: Bottles of 100 and 500 pink-and-white laminated tablets. 
Or ROBAXISAL®-PH (ROBAXIN with Phenaphen®) — when anxiety is 
associated with painful skeletal muscle spasm. : 
Each RopaxisAL-PH Tablet contains: 
Rosaxin (methocarbamol Robins) 400mg. Acetylsalicylic acid 81 mg. 
Phenacetin 97mg. Hyoscyamine sulfate 0.016mg. Phenobarbital (%gr.) 8.1 mg. 
Supply: Bottles of 100 and 500 green-and-white laminated tablets. 
A. H. ROBINS CO., INC., Richmond 20, Virginia 


Making today’s medicines with integrity ...seeking tomorrow's with persistence. 
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Velcro Tab Rib Belt. New 
P & H elastic rib belt 
with 2” Velcro closure 
tabs gives an exact fit— 
no buckles or snaps. 
From P & H complete 
line of surgical supports. 


New Wilson Disposable 
Glove. ‘‘Tru-Touch’’ 


seamless, poly og 4 
gloves give you the fit 
and extra sensitivity of 
rubber gloves, yet are 
priced low enough to be 
truly 


disposable. 


New Ethicon Surgiset 
Complete emergency 
suture assortment in 
handy rack. Three 
dozen sutures (nylon, 
silk, dermal) each foil 
ackaged, electron 
m sterilized . .. each 
with swaged reverse 
cutting needle. 
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PHYSICIANS & HOSPITALS 
SUPPLY COMPANY 


1400 Harmon Place 
Minneapolis, Minnesota 


Providing the most complete stock of medical supplies in your area 


ADVERTISEMENTS 


our complete instru- 
ment department— 
Welch Allyn Compact: 
otoscope, 
scope, accessories, and 
case. Complete asshown 
or fitted case only. 


New P & H Econpac. 
Complete kit for sen- 
sitivity testing—in 
practical quantity of 6 
agar plates, 6 sensitivity 
test rings, 12 sterile 
swabs. Ask for list of 53 
media available. 


Pocket-size Case. From 


for expensive equip- 
ment. Kit contains suf- 
ficient reagents for 30 or 
more complete tests in- 
cluding calibration. 


New Emdee Bag. Choose 


from 5 leathers, 15” or 
17” size. Bag opens to 
lie completely fiat. One 
side has elastic straps 
and Urethane lining. 
Reinforced construc- 
tion, pilfer-proof lock. 


New Welch Allyn Sig- 
moidoscope. Autoclav- 
able, all parts inter- 
changeable. Brilliant 
distal illumination, no 
specular reflection. 
ecessed lamp and light 
carriers. From our in- 
strument department. 


New Speculum. Satisfies 
need for virginal width 
speculum. Blades only 
4%” wide—yet 4” long 
for normal deep view- 
ing. Solves problem of 
unusually small vaginal 
orifice. 


“N lon Autoclave Film. 


i 


Falcon Swube. Dispos- 


ASK YOUR P&H 
@ REPRESENTATIVE FOR 
@ ADDITIONAL INFORMATION 
AND PRICES 


Dial-A-Therm Sterilizer. 


This new nylon auto- 
clave material is trans- 
parent—no labelin 

necessary. Materia 
may be used over and 
over. Two thicknesses, 
12 widths, 1” to 20’. 


able, sterile cotton 
swabs ina tube. 4styles:. 
single, double, sheath, 
paddle. Helps maintain 
sterile procedures, sim- 
plifies handling, 
observation. 


ARE YOU RECEIVING 
OUR MEDICAL 
PRODUCTS BULLETIN? 


Make sure you get it 
every month. 

Call or mail in your 
name and address. 


32 
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PBI Kit. New PBI 
Kit eliminates the need Positive top-to-bottom 
antisepsis for up to 11 
thermometers, any 
type, with one 
for use. Uses cold 
sterilizing solution. 
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He needs his muscles working properly— 
when they aren’t, he needs 


Trancopal 


How to use 


Trancopal 


in 
musculoskeletal 
“splinting” 


Although “splinting” of a joint by 
skeletal muscle spasm is often pro- 
tective, it can go too far or continue 
too long. Then spasm, pain and dis- 
use may lead to wasting. 


When you prescribe Trancopal, 
you can prevent “oversplinting.” 
Trancopal will relax the spasm, ease 
the pain and get the muscle work- 
ing again. Relaxation generally be- 
gins within half an hour, and the 
effects of one tablet last from four to 
six hours. 


In addition to relaxing the muscle, 
Trancopal will mildly tranquilize 
the patient, reducing the restless- 
ness and irritability that so often 
accompany discomfort. With Tran- 
copal, the patient can soon start 
purposeful exercise and physical 
therapy. 


Trancopal has been found very 
effective in the treatment of pa- 
tients with low back pain (lum- 
bago), neck pain (torticollis ), bur- 
sitis, fibrositis, myositis, ankle sprain, 
tennis elbow, osteoarthritis, rheu- 
matoid arthritis, disc syndrome and 
postoperative muscle spasm. Tran- 
copal is available in 200 mg. Caplets® 
(green colored, scored) and in 100 
mg. Caplets (peach colored, scored), 
bottles of 100. 


Dosage: Adults, 1 Caplet (200 mg.) 
three or four times daily; children 
(5 to 12 years), from 50 to 100 mg. 
three or four times daily. 


LABORATORIES 
New York 18,N.Y. 
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The cigarette that made the Filter Famous! 
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MEW FILTER -- 
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It’s true. Kent’s enormous rise in popularity—with all the attendant maga- 
zine and newspaper stories—really put momentum to the trend toward filter 
cigarettes! 

So, Kent is the cigarette that made the filter famous. And,no wonder. 
Kent’s famous Micronite filter is made from a pure, all-vegetable material. 
A specially designed process at the P. Lorillard factory compresses this 
material into the filter shape and creates an intricate network of tiny channels 
which refine smoking flavor. 

Kent with the Micronite filter refines away harsh flavor . . . refines away 
hot taste . . . makes the taste of a cigarette mild. 

That’s why you'll feel better about smoking with the taste of Kent. 


©1961 P. LORILLARD Co. 


A PRODUCT OF P. LORILLARD COMPANY - FIRST WITH THE FINEST CIGARETTES - THROUGH LORILLARD RESEARCH 
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through major traumatic areas into further regions of severe 


ACTS FASTER—usually within 5-15 minutes. Lasts 
LONGER— usually 6 hours or more. MORE THOROUGH 
RELIEF — permits uninterrupted sleep through the 
night. RARELY CONSTIPATES—excellent for chronic 


® 
eC f C 1 all or bedridden patients. 
(Salts of Dihydrohydroxycodeinone and Homatropine, plus APC) AVERAGE ADULT DOSE: 1 tablet every 6 hours. May be habit 
TABLETS forming. Federal law permits oral prescription. 

Each Percopan* Tablet contains 4.50 mg. dihydrohydroxy- 

codeinone hydrochloride, 0.38 mg. dihydrohydroxycode- 

inone terephthalate, 0.38 mg. homatropine terephthalate, 

224 mg. acetylsalicylic acid, 160 mg. acetophenetidin, and 

Also available—for greater flexibility in dosage—PERCODAN®- 

DemI: The PERCODAN formula with one-half the amount of 

prompt relief salts of dihydrohydroxycodeinone and homatropine. 

profound relief LITERATURE AVAILABLE ON REQUEST 
prolonged relief Richmond Hill 18, New York 


32 mg. caffeine. 
*U.S. Patent Nos. 2,628,185 and 2,907,768 


| intensities commencing with moderate pain and extending | 
| 
i 
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Rautrax-N lowers high blood pressure gently, gradually ... protects 
against sharp fluctuations in the normal pressure swing. 


Rautrax-N offers all the advantages of Raudixin, 
Naturetin and potassium chloride in a single dosage 
form plus: increased efficacy — Combined action of 
Raudixin and Naturetin results in a potentiated anti- 
hypertensive effect greater than that produced by either 
drug alone. increased safety — Potentiated action per- 
mits lower dose of other antihypertensive agents, thus 
reducing severity of side effects. Protection against pos- 
sible potassium depletion. flexibility — Interchangeable 


Rautrax- 


Squibb Standardized Whole 
and Bendroflumethiazide with Potassium 


with either Raudixin or Naturetin ¢ K. economy — Main- 
tenance dosage of only 1 or 2 tablets daily for most pa- 
tients. convenience — Once-a-day maintenance dosage. 
Two potencies available. 

Supply: Rautrazx-N —capsule-shaped tablets providing 50 
mg. Raudixin, 4 mg. Naturetin and 400 mg. potassium 
chloride. Rautrax-N Modified — capsule-shaped tablets pro- 
viding 50 mg. Raudixin, 2 mg. Naturetin and 400 mg. 
potassium chloride. 


For full information, + 
Product Reference Squibb Quality \ 
the Priceless Ingredient 


Rauwolfia Serpentina (Raudixin) 
Chloride 


*navorn’®, ‘rauTrax’® ano 


| 
q 
eke 
: * - com 


ADVERTISEMENTS 


37 


Geriatric Vitamins—Minerals—Hormones—d-Amphetamine Lederle 


one capsule every morning supplements the diet to help achieve 
proper balance: & nutritionally # metabolically # mentally 


Each dry-filled capsule contains: Ethinyl 
Estradiol, 0.01 mg. * Methyl Testosterone, 
2.5 mg. d-Amp y 2.5 mg. 
¢ Vitamin A (Acetate), 5 0 U.S.P. Units 
* Vitamin D, 500 U.S.P. Units * Vitamin 
Biz with AUTRINIC® Intrinsic Factor 
Concentrate, 1/15 N.F. Oral Unit ¢ Thi- 
amine Mononitrate (Bi), 5 mg. ¢ Riboflavin 


(Ba), 5 mg. ¢ Niacinamide, 15 mg. ¢ Pyri- 
doxine HCl (Bs), 0.5 mg. * Calcium Panto- 
thenate, 5 mg. ¢ Choline Bitartrate, 25 mg. 
¢ Inositol, 25 mg. * Ascorbic Acid (C) as 
Calcium Ascorbate, 50 mg. ¢ l-Lysine Mono- 
hydrochloride, 25 mg. Vitamin E (Toco- 
pheryl Acid Succinate), 10 Int. Units ¢ 
Rutin, 12.56 mg. * Ferrous Fumarate (Ele- 


mental iron, 10 mg.), 30.4 mg. ¢ Iodine 
I), 0.1 mg. Calcium (as CaHPOs.), 
35 mg. * Phosphorus (as CaHPO,), 27 mg. 
¢ Fluorine (as CaF 2), 0.1 mg. * Copper 
1 mg. Potassium (as 

ne 


REQUEST COMPLETE INFORMATION ON INDICATIONS, DOSAGE, PRECAUTIONS AND CONTRAINDICATIONS 
FROM YOUR LEDERLE REPRESENTATIVE OR WRITE TO MEDICAL ADVISORY DEPARTMENT. 


LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pearl River, New York QD 


WA 
(as ZnO), 0.5 mg. * Magnesium (MgO), 1 z 


added 
measure . 


BBainst relapse 
Pagainst “problem” 
pathogens 


ECLOMYCIN 


pediatric drops 
: syrup 


@ full antibiotic activity @ lower milligram intake per dose @ up to 6 days’ activity with 4 days’ dosage @ uni- 
formly high, sustained peak activity m syrup (cherry-flavored), 75 mg./5 cc. tsp.,-bottles of 2 and 16 
fl. oz. Dosage: 3 to 6 mg./lb./day—in four divided doses. pediatric drops, 60 mg./cc., 3 mg./drop, 10 cc. 
bottles with calibrated dropper. Dosage: 1 to 2 drops/Ib./day—in four divided doses. 


PRECAUTIONS: As with many other antibiotics, DECLOMYCIN may occasionally give rise to glossitis, stomatitis, proctitis, nausea, diarrhea, vaginitis or ~ 
dermatitis. A photodynamic reaction to sunlight has been observed in a few patients on DECLOMYCIN. Although reversible by discontinuing therapy, patients 
should avoid exposure to intense sunlight. If adverse reaction or idiosyncrasy occurs discontinue medication. irnctoetk of nonsusceptible organisms is a 
possibility with DECLOMYCIN, as with other antibiotics. The patient should be kept under observation. 


Request complete information on indications, dosage, precautions and contraindications from your Lederle representative, or write to Medical Advisory Department. 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York t Lederte ) 
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PABALATE 


potentiating nonsteroid antirheumatics 


“superior to aspirin”? and with a “higher ‘therapeutic index’””? 
When sodium should be avoided— 


PABALATE-SODIUM FREE 


When conservative steroid therapy is indicated— 
PABALATE-HC 
Pabalate with Hydrocortisone 


1. Barden, F. W., et al.: J. Maine M. A. 46:99, 1955. 
2. Ford, R.A., and Blanchard, K.: Journal-Lancet 78:185, 1958. 


A. H. ROBINS COMPANY, INC., RICHMOND 20, VIRGINIA 


In each yellow enteric-coated 
PABALATE fablet: 


Sodium salicylate (5 gr.) 
0.3 Gm. 
Sodium para-aminobenzoate 
5 gr.) 0.3 Gm. 
Ascorbic acid......50.0 mg. 


In each pink enteric-coated 
PABALATE-SODIUM FREE 
tablet: 


Same formula as PABALATE, 
with sodium salts replaced by 
potassium salts. 


Ineach light blue enteric-coated 
PABALATE-HC fablet: 


Same formula as PABALATE- 
SODIUM FREE, plus hydrocor- 
tisone (alcohol) . . . 2.5 mg. 


Making today’s medicines with 
integrity... seeking tomorrow’s 
with persistence. 
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Protection Against Loss of Income From Accident and Sickness 
as Well as Hospital Expense Benefits for You and All Your 


Eligible Dependents. 
AUL PHYSICIANS 
“SURGEONS 
COME FROM 


PHYSICIANS CASUALTY & HEALTH 
ASSOCIATIONS 
OMAHA 31, NEBRASKA 
Since 1902 


Handsome Professional Appointment | 
Book sent to you FREE upon reauest. “we t 


DORNWAL® HAS BEEN CALLED 


“THE GENERAL TRANQUILIZER 
FOR GENERAL PRACTICE.” Deformity Appliances | 
Suppose the physician visiting this patient finds ° i 
that he has to be hospitalized. Certainly he wants of Quality 
an alert but not excited fellow who can respond 
to the history and physical on admission. De- 
pending on the condition, of course, the thing to Orthopedi n rai Applian 
do is to give the patient one or two tablets of pr S d Su 8 cal peenese 
Dornwal before he ever leaves his home. shes : 
Dornwal will calm the patient but won’t make sal Limbs 
him drowsy or give him feelings of depersonali- russes 
zation. And what’s more, while Dornwal most i 
assuredly tranquilizes, it won't interfere with most Abdominal 
other medications that your subsequent examin- Sup orts 
ation or laboratory studies may indicate. P 
Since every man in general practice encounters < 
such situations almost daily, it makes good sense Elastic 
to keep some tablets in one’s bag, doesn’t it? Hosiery 
We will be glad to send you a supply. 
Dosage: One or two 200 mg. tablets three times Foot 
a day. Children, age 6 to 16, one or two 100 mg. ° 
tablets two times a day. Supports 
Supplied: 200 mg. yellow scored tablets, and 100 Taylor Back Brace 
mg. pink tablets, each in bottles of 100 and 500. Surgical Mede to Order in 
P.S. For the ‘‘Genericist”, Dornwal is amphenidone. Corsets Our Own Feet 
No absolute contraindications to the use of Dornwal are known. my 
There have been no reports or evidence of habituation, addic- 
tion or drug tolerance in animal or clinical studies. Dornwal is 
effects when administered at P. WwW. A Ni C K E M Cc o. 
Maltbie Laboratories Division, 1009 McGee St. VI 2-4750 
Wallace & Tiernan Inc., Belleville 9,N..! KANSAS CITY, MO. 
POW-12 
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REGULAR 
TRUCK 
ROUTES 


4l 


Nationally advertised Surgical Supplies and Equipment for your convenience at 
Topeka, Joplin, Kansas City, St. Joseph 


GOETZE NIEMER CO 


Traditions established during 60 years management by Dr. W. F. Goetze (AMA) assures intelligent servicing of your orders 


Prairie View Hospital 
Newton, Kansas 


Emphasizing a therapeutic milieu and 
psychotherapy. A non-profit psychiatric 
service of the Mennonite Central Com- 
mittee. 


Are You Getting Your Journal 
Regularly? 
If Not... 

Have You Notified the Society’s 
Executive Office of Your New Address? 
Send all changes of address to: 
THE KANSAS MEDICAL SOCIETY 
315 W. 4th Street 
Topeka, Kansas 


Dollars Today— 
—Doctors Tomorrow 


American Medical Education Foundation | awe 
535 N. Dearborn Street, Chicago 10, Illinois 


ia 
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The Leitz Model-M Sick Room Equipment 
Phot : Health Machines 
orromerer 
* RENTALS — SALES * 
@ New Micro Ammeter Invalid Walkers Exercycle 
7 Wheel Chairs Massage Belts 

© New Scale—-207, Longer Hospital Beds Exercise Bike 
Mi 

PETRO‘S SURGICAL APPLIANCES 

@ New Cuvette Holder—5, 10 & 20 618-20 Quincy Topeka, Kans. Ph. CE-40207 


mm. Sizes 
@ New Hermetically Sealed 
ind librated 
Individua Precalibrated for 
Group of 40 Determinations The Neurological Hospital 


—or Uncalibrated 


2625 West Paseo Blvd. 


For information please write Kansas City 8, Missouri 
or ask our representative Harrison 1-0623 } 
* * * 
Munns Medical Supply Co. A voluntary, nonprofit facility for the treat- | 
: ment of acute psychiatric disorders, alcohol- 
ism, drug addiction; and the long term care 


of the geriatric patient. 


CLASSIFIED ADVERTISEMENTS THE LATTIMORE-FINK 
KANSAS—Want to retire—40 years Eye, Ear, Nose and L ABO RATO RIE S | 


Throat practice in this city of 23,000. Will sell equipment. 
Write 2-561 in care of the JourNAL. 

Topeka — El Dorado 
OB-GYN and Pediatrician. Fine location for progressive Kansas 


group of six doctors. Town of 14,000. Clinic and hospital 
facilities. Area serves as a medical center for Northwestern 


Kansas. Write 1-561 in care of the JouRNAL. A. A. Fink, M.D., Pathologist-Director 
C. G. Hermann, M.D., Pathologist 
LIKE TO LEAVE YOUR PRACTICE for one or two * * 
years starting July, 1961? Already licensed, desire locum J. L. Lattimore, M.D, Pathologist 
tenens doing solo general practice in one doctor town before He. Ebendorf, M.T., Serologist 
continuing academic career. Write 1-361, in care of the ‘ * 
Pree tig A. C. Keith, B.S., Chemist 
L. A. Hull, A.B., Bacteriologist 
FOR SALE—Office furniture and equipment for G. P. W. B. Norris, A.B., Chemist 


A. S. Aloe Company equipment four years old. In storage in 
Ottawa, Kansas. May be seen for inspection. Write 3-561 in 
care of the JouRNAL. 


Anatomical and Clinical 


SOUTHEAST KANSAS: For sale or lease, modern, com- Pathology 
pletely equipped, X-ray, 8 room office designed to accommodate 
one or two doctors. Two story building; office on Ist floor; A.M.A. Approved School of 
upstairs suitable for living quarters or rental, county seat 
town of 3300, trade area 10,000, new 40 bed hospital, high Medical Technology 


school, 3 grade schools, 1 parochial school, 25 miles from 
Joplin, Mo., Miami, Okla. and Pittsburg, Kansas. Well estab- 
lished 17 years practice. Doctor deceased. Write the JourRNAL 
2-161. Containers Furnished Upon Request 
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Physician Support of Medical Education 


Throughout the nation, medical schools are cooperating with the American Medical 
Education Foundation to encourage contributions from doctors for medical education. 
Among these schools is the University of Kansas School of Medicine. 

The importance and value of unrestricted gifts to supplement fees and state appropria- 
tions at state schools is known to all. At the University of Kansas, such gifts have been 
used for many purposes, ranging from salaries to equipment . . . from books to student 
activities. Without these, the quality of medical education suffers; with them, better 
training is insured. 

The University of Kansas School of Medicine joins the Kansas Medical Society and the 
American Medical Education Foundation in inviting its alumni and the physicians of 
Kansas to support medical education, either by contributions to the American Medical 
Education Foundation or to the Kansas University Endowment Association. 


The Kansas University Endowment Association 
University of KansasStrong Hall 
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DORNWAL? IS THE TRANQUILIZER 
VERSATILE ENOUGH TO 
BE USED ALMOST ANYWHERE. 


Take, for instance, the woman in our picture, 
suffering from a really severe tension headache. 
Aspirin she has tried, of course; but suppose she’s 
called you and you prescribed Dornwal. What 
would you expect? 

First, let us say you told the druggist to indicate 
the dosage that our clinical research has shown 
is useful in these cases — 1 or 2 tablets t.i.d. In 
all probability, she would experience relief of pain 
and a general relaxation in less than an hour. If 
she is doing her housework, she could go on with 
it, because she wouldn't get-sleepy. 

Dornwal is one tranquilizer that doesn’t make 
people sleepy. It’s a tranquilizer pure and simple. 
Its effectiveness you will see clearly the next time 
you encounter a patient given to tension head- 
aches. Try Dornwal and see the results. 

Dosage: One or two 200 mg. tablets three times 
a day. Children, age 6 to 16, one or two 100 mg. 
tablets two times a day. 

Supplied: 200 mg. yellow scored tablets, and 100 
mg. pink tablets, each in bottles of 100 and 500. 
P.S. For the ‘“‘Genericist,’’ Dornwal is amphenidone. 


No absolute contraindications to the use of Dornwal are known. 
There have been no reports or evidence of habituation, addic- 
tion or drug tolerance in animal or clinical studies. Dornwal is 
relatively free from untoward effects whén administered at 


recommended dosages. 
Maltbie Laboratories Division, 
Wallace &*Tiernan Inc., Belleville 9, N. J. 
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Index to Advertisers 


Burroughs Wellcome and Company, Inc. ............ 22 
Hanicke, P. W., Manufacturing Company ............ 40 
Kansas University Endowment Association ........... 43 
Medical Protective Company .................. Center 
Munns Medical Supply Company, Inc. .............. 42 
Physicians and Hospitals Supply .................... 32 
University of Kansas Medical Center ............ Center 
ADVERTISING 


All advertising contracts, and all copy from 
advertisers under contract are subject to ap- 
proval of the editorial board. Copy should be 
received by the 15th of the month immediately 
preceding the month of publication. 
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AN AMES CLINIQUICK’ 


CLINICAL BRIEFS FOR MODERN PRACTICE 
“benign” 
glycosuria... 
danger sign 


“Benign” glycosuria can be the first sign of impending dia- 
betes when observed in predisposed persons during the “silent” 
period preceding frank diabetes. In one series of 1,140 dia- 
betics, 96 had been informed of “benign” glycosuria prior 
to development of diabetes.* 


If these patients had periodically tested their urine after 
the first finding of glycosuria, many of them might have de- 
tected recurrence of glycosuria—thus permitting earlier 
diagnosis of diabetes by the physician and possible 
avoidance of degenerative complications. Slight 
glycosuria, even when only occasional, 
should always arouse suspicion of 


latent diabetes. 
*Pomeranze, J.: J. New York 
M. Coll. 7:32, 1959, 


Periodic urine-sugar test- 
ing at home is an integral part of 
the follow-up of “benign” glycosuria. Its 
practicality is increased when the patient charts 
his findings on the CLinirest® Graphic Analysis 
Record. This chart frees the physician from dependence 
on the patient’s memory and enables him to follow at a 
glance the trend and degree of any glycosuria. 


for follow-up of ‘‘benign’’ glycosuria and 
earliest detection and control of Diabetes 


color-calibrated 


CLINITEST’ 


BRAND Reagent Tablets 


Standardized urine-sugar test for reliable quantitative estima- 
tions - familiar blue-to-orange spectrum—easily interpreted 
results + “plus’’ system covers entire critical range—includ- 
ing 4% (++) and 1% (+++) « patient cooperation 
encouraged by use of Graphic Analysis Record 
—supplied with CLINITEsT Set and each 
tablet refill package. 


AMES 


COMPANY, INC 
Elkhart « Indiana 
Toronto * Canada 
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Stormont Medical Library, 


State House, 
Topeka, Kansas 


new...unique 


prolonged 
antipruritic action 
in a pleasant-tasting 
chewable tablet 


chewable tablets 


METHDILAZINE, MEAD JOHNSON & 


prolonged antipruritic /antiallergic action... 


Itching in children can now be controlled on b.i.d. dosage with a long-acting! 
antipruritic/antiallergic chewable tablet your pediatric patients will enjoy taking. 


They can also benefit by the effectiveness of Tacaryl Hydrochloride in controlling symptoms 
in a wide variety of allergic conditions,?-8 including hay fever and perennial rhinitis. 


not dependent on delayed intestinal release 


dosage: One Chewable Tablet (3.6 mg.) twice daily. Adjustment of dose or interval may be desirable for some patients. 


contraindications: There are no known contraindications. 

side effects: Drowsiness has been observed in a small percentage of patients. Dizziness, nausea, headache, and dryness of mucous 
membranes have been reported infrequently. 

cautions: If drowsiness occurs after administration of Tacaryl Chewable Tablets or Tacaryl Hydrochloride, the patient should 
not drive a motor vehicle or operate dangerous machinery. Since Tacaryl Chewable Tablets or Tacaryl Hydrochloride 

may display potentiating properties, it should be used with caution for patients receiving alcohol, analgesics or sedatives 
(particularly barbiturates). Because of reports that phenothiazine derivatives occasionally cause side reactions such as 
agranulocytosis, jaundice and orthostatic hypotension, the physician should be alert to their possible occurrence... though no 
such reactions have been observed with Tacaryl Chewable Tablets or Tacaryl Hydrochloride. 


supplied: Pink tablets, 3.6 mg., bottles of 100. 


references: (1) Lish, P. M.; Albert, J. R.; Peters, E. L., and Allen, L. E.: Arch. internat. pharmacodyn. 129:77-107 (Dec.) 1960. 
(2)Howell, C. M., Jr.: North Carolina M. J. 21:194-195 (May) 1960. (3) Clinical Research Division, Mead Johnson & Company. 

(4) Wahner, H. W., and Peters, G. A.: Proc. Staff Meet. Mayo Clin. 35:161-169 (March 30) 1960. (5) Crepea, S. B.: J. Allergy 31:283-285 
(May-June) 1960. (6) Crawford, L. V., and Grogan, F. T.: J. Tennessee M. A. 53:307-310 (July) 1960. (7) Spoto, A. P., Jr., and 

Sieker, H. O.: Ann. Allergy 18:761-764 (July) 1960. (8) Arbesman, C. E., and Ehrenreich, R.: New York J. Med. 61:219-229 (Jan. 15) 1961. 
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